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Chapter 1 
Introduction1 
Over the last few years the birth-rate in The Netherlands has been 195,000 
babies per annum (CBS, 1994). Not all pregnant women give birth to viable 
babies, however. Out of every 100 pregnancies, one baby is either stillborn or 
dies in the week following delivery (CBS, 1994). Moreover, more than 10% of 
all the officially registered pregnancies, result in an involuntary loss of the baby 
before the 16th week of gestation (Nederlands Huisartsen Genootschap, 1989). 
Comparable percentages are reported in other Western countries (Borg & 
Lasker, 1988; Keirse, 1989; Pfeffer & Woollet, 1985). Since miscarriages are 
not all registered, the exact occurance remains unclear. Indeed, even less 
conservative estimates would seem to indicate that percentages actually surpass 
15 to 20% (Oakley, McPherson & Roberts, 1984/1985; Scott, 1990), 
suggesting that miscarriage is a rather common experience, affecting at least 
19,500 families in The Netherlands each year. Adding this figure to the almost 
2,000 families that are confronted with the death of their baby around the 
normal time of delivery, means that involuntary pregnancy loss is experienced 
by approximately 21,000 families each year. 
The frequency with which pregnancy loss occurs, stands in sharp contrast 
to the amount of attention it received until recenüy. It took until the seventies 
for social and medical science to realize that pregnancy loss had been the poor 
relation of research (Bourne, 1968; Keirse, 1989; Kirk, 1984; Kirkley-Best & 
Kellner, 1982; Kirkley-Best & VanDevere, 1986; Lewis & Page, 1978). Since 
'This chapter is a compilation of a book and several anieles published earlier: Cuisinier, 
M. & Janssen, H. (1991a). Afscheid van een verwacht kind: Over de verwerking van een 
zwangerschapsverlies [Saying goodbye to an expected child: On coping with pregnancy loss]. 
In C.P.F. van der Staak & C.A.L. Hoogduin (Eds.), Psychologische aspecten van leefstijl en 
adaptatie (pp. 67-78). Nijmegen: Bureau Bêta.; Cuisinier, M. & Janssen, H. (1991b). Met 
lege handen. Vrouwen over het verlies van hun baby in de zwangerschap of rond de bevalling 
[Empty Handed. Women about the loss of their baby through miscarriage or perinatal death]. 
Hoogezand: Stubeg.; Cuisinier, M. & Janssen, H. (1994). Als blijde verwachting omslaat in 
rouw. Over de verwerking van een zwangerschapsverlies. In A. Vingerhoets & M. Remie, 
Vrouw zijn - Wel zijn. Gedragswetenschappelijke facetten van de gynaecologie en verloskunde 
(pp. 116-132). Tilburg: Tilburg University Press.; Janssen, H. & Cuisinier, M. (1992). Het 
verlies van een baby tijdens de zwangerschap of rond de bevalling: gevolgen voor het 
gezinsfunctioneren. In C.P.F, van der Staak & C.A.L. Hoogduin (Eds.), Persoonlijke relaties 
en psychopathologie (pp. 39-48). Nijmegen: Bureau Bèta.; Janssen, H.J.E.M. (1994). De 
mogelijkheden vroegtijdig te voorspellen hoe ouders het verlies van een baby zullen 
verwerken. In M. Cuisinier & С Hoogduin (Eds.), De psychosociale zorg rond miskraam en 
perinatale sterfte (pp. 86-92). Houten: Bohn Stafleu Van Loghum. 
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then more attention has been paid to parents who have to go through the trauma 
of dealing with pregnancy loss. 
This introduction presents an overview of the 'state of the art' of pregnancy 
loss research. After giving the definitions and causes of pregnancy loss, this 
chapter will proceed to discuss the consequences of pregnancy loss for parents 
and siblings, and reviews the results of research into psychosocial risk factors 
for a problematic outcome. Some questions that still remain unanswered are 
presented, followed by a description of the design of a new study, the results of 
which will be presented in subsequent chapters. 
Definitions and causes of pregnancy loss 
Involuntary pregnancy loss is defined in several ways, each referring to the 
length of pregnancy and the developmental stage of the foetus at the time of the 
loss. The definitions vary from country to country (Keirse, 1989; Peppers & 
Knapp, 1980a). In The Netherlands, the term miscarriage or spontaneous 
abortion refers to a loss before the 16th week of gestation (Nederlands 
Huisartsen Genootschap, 1989), as opposed to international literature where it 
is frequently used to refer to a loss up to the first 20 weeks (Scott, 1990), or 28 
weeks (Oakley et al., 1984/1985). The term fetal death or stillbirth refers to the 
death of a baby shortly before or at the time of delivery, irrespective of 
pregnancy length if this had exceeded at least 20 weeks (Kochenour, 1990) or 
28 weeks, or if the birthweight is over 1000 grams (Keirse, 1989). The term 
neonatal death refers to a death of a live-bom infant within the first 7 (early 
neonatal death) or 29 days (late neonatal death) following delivery (Kochenour, 
1990). When a baby dies after 20 weeks of pregnancy and within 29 days 
following delivery, this also can be defined as a perinatal death (Kochenour, 
1990). In some countries, e.g. The Netherlands and Belgium, the bounderies 
for a perinatal death are more stringent, referring to a loss between 28 weeks of 
pregnancy and within 7 days following delivery (Keirse, 1989; Kuijpers, 1991). 
In approximately half of the cases of pregnancy loss, the question 
concerning the cause of the loss remains unanswered (Oakley et al., 
1984/1985). The various factors that have been found to cause pregnancy loss, 
can be reduced to three areas: 1. Factors concerning the foetus, such as 
deviancies in the genetic material or anatomic structure of the foetus (Pfeffer & 
Woollet, 1985; Oakley et al, 1984/1985; Scott, 1990), or a failed implant or 
attachment of the ovum in the uterus wall (Borg & Lasker, 1988; Scott, 1990); 
2. Factors concerning the mother, such as a dysfunctional uterus, or deviant 
anatomical structure of the uterus (Oakley et al., 1984/1985), or an illness such 
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as diabetes or preeclampsia (pregnancy induced hypertension) (Depp, 1990); 3. 
External factors, such as medicines, toxic chemicals, radiation, or contact with 
lead (Borg & Lasker, 1988; Oakley et al., 1984/1985). Furthermore, alcohol, 
drugs, and nicotine have been proved to damage the foetus (Borg & Lasker, 
1988). 
The earlier the loss occurs in pregnancy, the more difficult it becomes to 
find the reason the pregnancy terminated. In most miscarriages the cause 
remains unknown, also because research on provoking factors is costly and 
carried out preferably in case of habitual spontaneous abortion (Kuijpers, 
1991). However, it is assumed that chromosomal deficiencies (Borg & Lasker, 
1988; Scott, 1990) or a failed implant (Borg & Lasker, 1988) are the two main 
provoking factors of the premature termination of pregnancy. The reason for 
the death of a baby later in pregnancy is easier to detect, although the cause 
remains unknown in at least 10% (Kuijpers, 1991) to 50% of all fetal deaths 
(Borg & Lasker, 1988). Congenital deficiencies, intrauterine growth 
retardation, and premature birth are the main causes of perinatal death (Depp, 
1990). Preeclampsia and diabetes can also cause perinatal death (Depp, 1990; 
Borg «fe Lasker, 1988). The death of a live-bom baby can be caused by 
inadequate growth of the lungs or liver, infections or heart abnormalities 
(Kuijpers, 1991). 
Specific circumstances characterizing pregnancy loss 
Deutsch (1945) was the first to state that, during pregnancy already, women 
become emotionally attached to the child they carry. Nowadays it is 
acknowledged that, during the pregnancy, fathers also develop an attachment to 
their future child (Weaver & Cranley, 1983), although it may take longer for 
them to reach a level of attachment comparable to that of the expectant mother 
(Peppers & Knapp, 1980b). By the end of pregnancy, however, the intensity of 
the father's feelings toward the child is not much different from that of the 
mother (Condon, 1985). According to psychological theories on pregnancy, at 
the beginning of pregnancy women experience the foetus as if it were a part of 
herself (Condon, 1986; Leon, 1986a; Stack, 1984). By the end of the first 
trimester, parents start perceiving the foetus as a separate individual and this is 
intensified when the baby starts moving (quickening) in the womb (Condon, 
1985; Condon, 1986). It is in this 'quickening phase' in particular, which 
begins between the 16th and 18th week of pregnancy (Kochenour, 1990), that 
attachment increases rapidly for fathers (Peppers & Knapp, 1980b). Parental 
fantasies involving a future which contains their child become more concrete, 
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and parents can create for themselves an image of the baby: what it is going to 
look like and how it is going to behave. For them the baby becomes a real 
person with an own personality and own characteristics (Borg & Lasker, 1988; 
Phipps, 1985-86). 
When pregnancy suddenly fails, parents not only lose their child, but also 
their fantasies about the baby and the future (Bennebroek Gravenhorst & 
Geerinck-Vercammen, 1988; Borg & Lasker, 1988; LaFerla & Good, 1985; 
Leon, 1986b). Furthermore, the loss represents a second crisis, after the crisis 
of pregnancy itself in which a happy ending had been expected (Condon, 1986; 
Keirse, 1989; Leon, 1990; Phipps, 1981). In most cases the loss is sudden and 
unexpected and therefore relatively difficult to deal with (Borg & Lasker, 1981; 
LaFerla & Good, 1985). Moreover, such a loss lacks reality, since sometimes 
the parents did not even see the baby, and especially often in case of early 
pregnancy loss no funeral nor any other kind of memorial is held (Condon, 
1986; Day & Hooks, 1987; Kirkley-Best & Kellner, 1982; Leon, 1987; Stack, 
1984), and this may serve to complicate grief (Keirse, 1993; Kirkley-Best & 
Kellner, 1982; LaRoche et al., 1982; Nichols, 1989; Phipps, 1981). Members 
of the social network often did not see the child, and particularly in the case of 
early miscarriage, may not even have known about the pregnancy. Social 
support may therefore be minimal or totally lacking, and this may also 
complicate grief (Hall, Beresford & Quiñones, 1987; Helmrath & Steinitz, 
1978; Kirkley-Best & Kellner, 1982; LaRoche et al., 1984; Leon, 1987; 
Phipps, 1981; Stack, 1984). Because, as has been mentioned earlier, the cause 
of the loss remains unknown in many cases, the mother may blame herself for 
the death of the baby and may experience strong feelings of guilt because she 
was the one who was carrying the child (Phipps, 1985-86). 
Dealing with pregnancy loss 
It was recognized in the seventies that parents grieve over the loss of their 
baby (Bourne, 1968; Giles, 1970; Kennell, Slyter & Klaus, 1970; Wolff, 
Nielson & Schiller, 1970), and that their bereavement reactions following 
pregnancy loss resemble those noticed in individuals following the loss of a 
significant other person. In the general bereavement literature, grief responses 
have been classified according to different models which include several phases 
(Bowlby, 1980; Parkes, 1970) or stages (Kübler-Ross, 1969) of grief, or 
several tasks the bereaved has to fulfil before mourning is finally resolved 
(Worden, 1991). A characteristic of such models, however, is that although 
they are applicable in practice, they remain an oversimplification of realitity 
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and can never encompass each individual's personal bereavement responses: not 
everyone passes through all the phases (stages, tasks) of grief, or goes through 
them in the supposed order. Nevertheless, the grief responses incorporated in 
Bowlby and Parkes four-phase model, represent reasonably well the grief 
responses of parents following pregnancy loss. 
Specific grief reactions 
The first reaction of parents upon hearing the news that their baby has died, 
is frequently one of disbelief and shock (Stierman, 1987) and feelings of 
numbness (Borg & Lasker, 1988). In this phase of 'numbing' (Bowlby, 1980), 
the loss is not yet accepted and the reactions protect parents against having to 
deal immediately with the pain that accompanies loss (Borg & Lasker, 1988; 
Stierman, 1987). In contrast to other types of bereavement, where the bereaved 
person experiences the world around him as poor and empty (David, 1975; 
Peretz, 1970; Schneider, 1980), women frequently report a feeling of emptiness 
within themselves following pregnancy loss (Cuisinier, Janssen, Timmers & 
Hoogduin, 1990). The first phase can last from a few hours to a week or more 
(Bowlby, 1980). These reactions may be interspersed with intense distress, 
anger or guilt (Stierman, 1987), reactions that form part of a second 'yearning 
and searching' phase. The bereaved parents attempt to restore the loss, and this 
is expressed literally in searching for the baby or seeing or hearing him or her. 
Feeling the baby moving in the womb is reported to be a relatively common 
experience in the weeks following a loss late in pregnancy (Stierman, 1987). 
After a while, parents may find themselves in a third phase of 'disorganization 
and despair', which involves many and often severe psychological complaints 
such as depressed mood, sleeping and eating disturbances, lessened activity or 
apathy, and decreased self respect (Stierman, 1987). Intense feelings of anxiety 
may also be present (Cullberg, 1972; Forrest, Standisti & Baum, 1982). 
Reactions like these may last from several months up to and beyond a year 
(Stierman, 1987). Ultimately, during the last 'reorganization' phase, the 
bereaved parents adapt to the new situation. They may start to develop new 
activities, or plan a new pregnancy. 
Differences in grief between mothers and fathers 
It is now indisputable that women show more intense grief reactions than 
men following pregnancy loss (Benfield, Leib & Vollman, 1978; Conway & 
Valentine, 1988; Hughes & Page-Lieberman, 1989; Kennell et al., 1970; 
Peppers & Knapp, 1980b; Smith & Borgers, 1988-89; Theut et al., 1989). 
Women show a great tendency to cry in the months following the loss, to feel 
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guilty and depressed, to have a decreased appetite, to exhibit sleep 
disturbances, and to feel irritated. They show relatively more feelings of anger, 
and they have more psychosomatic complaints (for a review see Janssen & 
Cuisinier, 1992). Women's coping strategies also differ in some respects from 
those of men (Feeley & Gottlieb, 1988-89). On average, mothers think more 
about the child and they are more in need of emotional support (for a review 
see Cuisinier & Janssen, 1991a), whilst men are generally less expressive 
(Videka-Sherman, 1982); for example, they start to work overtime so as not to 
have to talk about the loss. Women's reactions also persist longer than those of 
men (Black, 1991; Clyman, Green, Rowe, Mikkelsen & Ataide, 1980; Forrest 
et al., 1982; Helmrath & Steinitz, 1978; Hughes & Page-Lieberman, 1989; 
Oglethorpe, 1989). In a study of perinatal loss, by Forrest and colleagues 
(1982), it appeared that 80% of the mothers needed approximately 14 months to 
recover from the loss, while 86% of the fathers recovered within 6 months 
following the loss (see also Hughes & Page-Lieberman, 1989). 
Although it has been generally accepted that women are more affected by 
pregnancy loss than men, some researchers have suggested that men deny their 
feelings more easily (Benfield et al., 1978; Hughes & Page-Lieberman, 1989) 
or suppress them (Smith & Borgers, 1988-89), because for them it is socially 
less acceptable to be devasted by the loss of their baby. Futhermore, men might 
'postpone' their emotions because they are expected to fulfil a special task 
within the family. They have to be 'manly' and supportive of their wifes 
(Hughes & Page-Lieberman, 1989). They have to concern themselves with 
practicalities such as taking care of the funeral and informing relatives and 
friends (Benfield et al., 1978). In the Lehigh study it was found that while 
women evidenced more intense grief responses than men shortly following the 
loss, at one year and at two years following the loss the difference in grief 
intensity between men and women had disappeared (Goldbach, Dunn, Toedter 
& Lasker, 1991; Stinson, Lasker, Lohmann & Toedter, 1991). In a study on 
grief following the loss of a newborn twin, however, no significant interaction 
effect was found for the factor 'time since the loss' and the factor 'sex of the 
parent' (Cuisinier, de Kleine, Kollée, Bethlehem & de Graauw, 1995); The 
decrease in grief intensity over time did not differ significantly between mothers 
and fathers. 
Because parents respond differently to pregnancy loss, this can result in 
marital friction (Black, 1991; Conway & Valentine, 1988; Kirkley-Best & 
VanDevere, 1986), and can make the first months following the loss very 
stressful (Sahu, 1981). Following pregnancy loss, marital problems have been 
reported in at least one third of couples (Clyman et al, 1980; Estok & Lehman, 
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1983; Feeley & Gottlieb, 1988-89; Kirkley-Best & VanDevere, 1986; Smith & 
Borgers, 1988-89). However, in these studies only couples who had 
experienced a pregnancy loss were followed, and since marital problems are 
also associated with the transition to parenthood (Cutrona, 1982; Elliott, Rugg, 
Watson & Brough, 1983; Romito, 1989), the precise effect of pregnancy loss 
remains uncertain. From some preliminary analyses of the study discussed in 
this dissertation, it appeared that after half a year following a loss these women 
reported a stronger decrease in the quality of their partner relationship than 
women who had given birth to a live baby (Sagis, 1994). It may be concluded, 
therefore, that the transition to parenthood alone does not account for the 
marital problems reported following pregnancy loss. It was also found that only 
a small minority of women, less than 5%, reported that they felt that an 
estrangement from their partner had developed since the loss (Sagis, 1994). A 
comparable result was also found in a study by Black (1991). An estrangement 
that finally ends in divorce seems to happen only rarely, and in these cases it is 
sometimes suggested that the couples were already experiencing marital 
problems prior to the loss (Cuisinier & Janssen, 1991b). Despite the differences 
in grief reactions between partners and the problems they may encounter in 
discussing these, several researchers have pointed out that in a lot of couples 
dealing with the loss engenders mutual understanding and a 'growth' in their 
relationship (Black, 1991; Cuisinier & Janssen, 1991b; Forrest et al., 1982; 
Helmrath & Steinitz, 1978; Hughes & Page-Lieberman, 1989; Moulder, 1990). 
Differences in grief between parents and children 
When pregnancy fails, parents are faced with the difficult task of explaining 
to their children that the baby they were expecting has died. Although 
children's reactions may differ from those of adults, they also grieve for the 
loss (Forrest et al., 1982). It can, however, be hard for them to understand 
death, and in the case of pregnancy loss, it can be even harder for them to 
understand what really happened, because very often they did not see the baby 
and therefore it was not a reality to them (Leon, 1986b). 
Developmental theories have suggested that children's responses following a 
death of, for example, a sibling depend on the age of the child concerned. 
Children between the ages of 5 and 6 have egocentric and 'magical' thinking 
patterns. They may view death as something that can be reversed, or they can 
easily mistake it for sleep or separation (Nagy, 1948). If the baby was ill before 
it died then the other children in the family may form the 'magical' idea that 
illness is associated with death and they become fearful that if they are ill they 
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too will die. It is important for a child of this age to be told that death is not 
like sleep or seperation (Brent, 1983). Children between the ages of 6 and 7 
may search for external motives for the death, as they have not yet understood 
that death forms an inevitable part of life (Nagy, 1948). They tend to see death 
as a punishment of some kind (Brent, 1983). 
Leon (1986b), working from a psychoanalytic perspective, warns parents 
that when the explanation given to children is incomplete or presented in a 
peculiar way, children will search for reasons to explain the death of the baby 
and their parents' strange behavior (Leon, 1986b). They may develop feelings 
of guilt if they had felt jealous of the expected baby, because of the 'magic' 
thought that their jealousy might have caused the baby to die (Clyman et al., 
1980; Leon, 1986b). A child can also become anxious (Cain, Erickson, Fast & 
Vaughan, 1964), or frightened of their mother, as they think that their 
Omnipotent' mother must have caused the loss (Leon, 1986b). Children may 
also begin to worry that they themselves might die (Furman, 1978; Kowalski, 
1980; Leon, 1986b; Sahu, 1981). They can become agressive, start having 
nightmares or even develop a death phobia (Cain et al., 1964). Although these 
reactions have been described in children's case reports, it is still unclear 
exactly how often they occur. 
When the event is concealed and grief is denied, family functioning might 
be disturbed (Kirkley-Best & VanDevere, 1986). It has been reported, for 
example, that after pregnancy loss parents can develop the fear that something 
might happen to the other children (Bourne, 1983; Oglethorpe, 1989). The 
anxiety can sometimes become so intense that parents develop obsessive-
compulsive behavior to ward off the fear (Leon, 1986b), or they have anxiety 
attacks. As this disturbance is only reported in case studies, and has rarely been 
subjected to empirical investigation, nothing can be concluded about the cause 
and effect, since the parents might have been prone to anxiety disturbance prior 
to the loss. 
A second example of disturbed functioning is that parents whose need for 
intimacy, hugging and caring has been left unsatisfied by the death of the baby, 
try to satisfy the need by becoming overly involved in their other children 
(Cooper, 1980). A real problem arises when parents use one of the children as 
a substitute, or want to replace their dead child by another child (Cain & Cain, 
1964; Poznanski, 1972). If this mis identification is not recognized in time, 
several complications might arise: the child will never be capable of satisfying 
the parents' needs, simply because it is another individual, and not the dead 
baby. Furthermore, this child will run a greater risk of developing 
psychological complaints in the future. Green and Solnit (1964) were the first to 
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describe such a pathological reaction, and called it the 'vulnerable child 
syndrome'. The 'replacement child syndrome' can develop when parents, in 
trying to regain the lost child, stimulate regressive behavior in their living child 
(Kirkley-Best & VanDevere, 1986; Leon, 1986b), or plan a new pregnancy in 
order to replace the loss. The risk of the replacement child syndrome is often 
mentioned in the literature on pregnancy loss. However, it still is unclear, 
empirically, how often subsequent babies are considered to be a replacement of 
the lost child. Rowe and colleagues (1978) suggested that a subsequent 
pregnancy within six months of pregnancy loss may lead to increased 
psychological complaints. To prevent detrimental effects of a speedy new 
pregnancy, this has resulted in a practical suggestion worldwide that parents 
should wait for at least six months before conceiving again. Davis, Stewart and 
Harmon (1989) who studied the effect of an early new pregnancy following 
pregnancy loss more recently, found that, irrespective of time, almost all 
women reported having feelings of overprotectiveness and replacement. By 
comparing the lost baby with the subsequent baby, the loss became more 
tangible for women and only a small minority felt that they were disappointed 
in their subsequent child because he or she could not meet the idealized image 
that they still had of the deceased baby (Davis et al., 1989). This problem will 
be further elaborated in Chapter 8 when the results of the study discussed in 
this dissertation are presented. 
A final example of disturbed functioning is that, without consciously 
blaming others, parents may choose one of their living children (or the 
surviving baby in the case of twins) as a scapegoat and blame him or her for 
the death of the baby. When this accusation is not dealt with it can be very 
destructive (Leon, 1986b). It can give rise to disapproval of the child and can 
cause irreparable damage in the family (Kirkley-Best & VanDevere, 1986). A 
possible complication of the scapegoat phenomenon is that the child takes all 
the blame on him- or herself (Kirkley-Best & VanDevere, 1986; Brent, 1983), 
and starts behaving badly as a result of a kind of 'self-fulfilling prophecy'. 
However, this has not been well examined empirically. 
Complicated grief reactions following pregnancy loss 
The grief process following the loss of a baby, may be complicated by the 
specific circumstances of pregnancy loss, earlier discussed. In contrast to other 
types of bereavement, for example conjugal bereavement, where men have a 
higher risk of developing complicated grief reactions (Stroebe & Stroebe, 
1987), women appear to be more at risk following pregnancy loss. Different 
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researchers have tried to examine normal grief reactions in parents following 
pregnancy loss in contrast to complicated, pathological grief reactions. A 
problem with this is that as in the general bereavement literature, the difference 
between normal and pathological grief is ill defined (Keirse, 1990a; Lasker & 
Toedter, 1991). A problematic outcome or pathological grief response 
following pregnancy loss is defined in a variety of ways and as a result the 
reported percentages of women experiencing problems following pregnancy loss 
are diverse. Zeanah (1989) in a review on perinatal loss research, concluded 
that in the first year following perinatal loss, 20 to 30% of the women showed 
complicated grief reactions. The exact number of women who show 
complicated grief reactions following a miscarriage is not known, as very little 
research into a problematic outcome following early pregnancy loss has been 
carried out. The problems encountered in pregnancy loss studies comparing 
pathological outcome in women are described in further detail in the fourth 
chapter of this dissertation. 
Predicting complicated grief reactions 
Despite the lack of a clear-cut definition discriminating pathological grief 
from normal grief responses, various studies have been conducted to determine 
the factors that put parents at an increased risk of complicated outcome. In 
these retrospective studies, parents were asked to report on various factors that 
might possibly be related to psychological complaints. Findings are summarized 
here, according to the following classification (previously reported in Janssen et 
al., 1992): 1) demographic variables, 2) person-oriented variables, 3) social 
environmental variables 4) pregnancy-loss-related variables. The dependant 
variable is grief intensity. This term is used as a 'cover term', with stronger 
grief intensity indicating a higher risk for more complicated grief reactions. 
1) Demographic variables When summarizing the results of the various 
studies that have examined grief responses in relation to different demographic 
variables, it can be concluded that either no relationship is found or the 
relationship remains unclear. Religious background and social economic status 
were found not to relate to grief intensity following pregnancy loss (Forrest et 
al., 1982; Laurell-Borulf, 1982; Murray & Callan, 1988; Nicol, Tompkins, 
Campbell & Syme, 1986; Toedter, Lasker & Alhadeff, 1988). There is also a 
lack of clarity with regard to the demographic variables age and family 
constitution. Some researchers found lower grief intensity in relatively older 
women (Cuisinier et al., 1990; Toedter et al., 1988), whereas others have 
found age not to be related to grief (Benfield et al., 1978; Janssen et al., 1992; 
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LaRoche et al., 1982; Laurell-Borulf, 1982; Nicol et al., 1986; Rowe et al., 
1978; Tudehope, Iredell, Rodgers & Gunn, 1986; Turner et al., 1991). 
Conflicting results have been found when examining family constitution in 
relation to grief, as some researchers found higher grief scores in women who 
had lost their first bom (Cuisinier et al., 1990; Graham, Thompson, Estrada & 
Yonekura, 1987; Toedter et al., 1988), whereas others found the opposite 
(LaRoche et al., 1984) or did not find family constitution to be related to 
outcome at all (Friedman & Gath, 1989; Janssen et al., 1992; Laurell-Borulf, 
1982; Nicol et al., 1986; Rowe et al., 1978; Tudehope et al., 1986; Turner et 
al., 1991). 
2) Person-oriented variables Little research has been conducted on grief 
intensity and several person-oriented variables, although the results of the 
studies that have examined these variables seem to have traced important risk 
variables for complicated outcome following pregnancy loss. Pre-loss mental 
health complaints have been found to be related to an increased grief response 
(Cuisinier, Kuijpers, Hoogduin, de Graauw & Janssen, 1993a; Janssen et al., 
1992; Toedter et al., 1988), as has poor physical health (Janssen et al., 1992; 
Toedter et al., 1988). Personality characteristics have not yet been studied in 
relation to grief following pregnancy loss, but might be expected to be related 
to outcome. 
3) Social environment variables In several studies grief intensity has been 
examined in relation to social environment variables, and the results present an 
unequivocal picture in which stronger grief reactions are noticed in women who 
have received less support from either their partner (Cuisinier et al., 1993a; 
Forrest et al., 1982; Friedman & Gath, 1989; Janssen et al., 1992; Kenneil et 
al., 1970; LaRoche et al., 1984; Laurell-Borulf, 1982; Nicol et al., 1986; 
Toedter et al., 1988) or from members of their social network (Cuisinier et al., 
1993a; Forrest et al., 1982; Friedman & Gath, 1989; Janssen et al., 1992; 
Laurell-Borulf, 1982; Nicol et al., 1986; Tudehope et al., 1986). 
4) Pregnancy-loss-related variables In many studies pregnancy-loss-related 
variables have been examined in relation to grief responses following pregnancy 
loss. Some of these variables seem to be important when explaining the 
differences in outcome in women. Increased pregnancy length seems in 
particular to be strongly related to more intense grief (Cuisinier et al., 1990; 
Cuisinier et al., 1993a; Dyregrov & Matthiesen, 1987c; Feeley & Gottlieb, 
1988-89; Goldbach et al., 1991; Janssen et al., 1992; LaRoche et al., 1982; 
Theut et al., 1989; Toedter et al., 1988), although in some studies this 
relationship was not confirmed (Kennell et al., 1970; Peppers & Knapp, 1980a; 
Smith & Borgers, 1988-89). Another important variable that relates to grief 
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intensity is the extent in which the loss was 'real' to the women. In cases where 
the woman has seen or held the baby, has tangible memories and has held a 
funeral or cremation service, there are less intense grief reactions (Benfield et 
al., 1978; Graham et al., 1987; Kenneil et al., 1970; LaRoche et al., 1982; 
LaRoche et al., 1984; Murray & Callan, 1988; Nicol et al., 1986; Rowe et al., 
1978). The relationship between other pregnancy-related variables and grief 
intensity remains unclear. Although in some studies it has been found that 
having experienced a pregnancy loss earlier in life does not relate to more 
intense grief reactions (Benfield et al., 1978; Janssen et al., 1992; LaRoche et 
al., 1982; Nicol et al., 1986; Smith & Borgers, 1988-89; Toedter et al., 1988; 
Tumer et al., 1991), this result has not always been found (Kennell et al., 
1970; Peppers & Knapp, 1980a). The study by Nicol et al. (1986) found that 
experiencing a crisis during pregnancy shortly before the loss was related to an 
intensification of reactions following the loss. This has not been examined by 
other researchers. Conflicting findings have been found concerning other 
variables, such as whether the loss had been unexpected (e.g. Dyregrov & 
Matthiesen, 1987a; LaRoche et al., 1982), whether the cause of the loss had 
been known (eg. Graham et al., 1987; Simon, Rothman, Goff & Senturia, 
1969), and the time that had elapsed between the loss and the subseqent 
pregnancy (eg. LaRoche et al., 1984; Rowe et al., 1978; Smith & Borgers, 
1988-89). 
In general, it was found that grief intensity decreases with the passing of 
time (Cuisinier et al., 1993a; Goldbach et al., 1991; Janssen et al., 1992; 
Murray & Callan, 1988). 
Professional care following pregnancy loss 
How parents cope with pregnancy loss also will depend on the way 
professional care givers respond to them and the unusual situation. 
Gynaecologists, general practitioners, nurses and midwives are often the first to 
be confronted by parents who have experienced the death of a baby. They are 
the ones who have to give the bad news, and they have to deal with the 
parents' first reactions. Professional care givers are therefore in the best 
position to inform parents about the possibilities of biding farewell to their baby 
and the reactions that might follow pregnancy loss (for a review see Cuisinier 
et al., 1993b; Cuisinier & Hoogduin, 1995; Kekse, 1989). 
Apart from medical-technical care, support and information are also 
expected from professional care givers. However, care givers can have 
difficulty in offering this kind of support and information, as the loss can be an 
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emotional burden for them too (Condon, 1986; Knapp & Peppers, 1979; 
LaFerla & Good, 1985) and they are not sufficiently trained to deal with this 
(de Jong, 1987; Keirse, 1990b; Kellner, Donnelly & Gould, 1984). It is 
tempting, therefore, to pay attention only to medical care and to ignore the 
parents' emotions (Bourne, 1968; Cartwright & Smith, 1979; Estok & Lehman, 
1983; Hildebrand & Schreiner, 1980; Kirk, 1984; Lovell, 1983; Stierman, 
1987). Whereas nowadays more attention is paid to the emotions of parents 
who have experienced a perinatal death, less understanding is given to parents 
who have experienced a miscarriage (Cuisinier et al., 1993a; Herz, 1984; 
Lovell, 1983). Often, dilatation and curettage (D&C) is a routine practice for 
the gynaecologist, and the feelings of the mothers are neglected (Cuisinier et 
al., 1993a; Lovell, 1983; Reinharz, 1988). 
In a review of parental satisfaction with professional care (Cuisinier et al., 
1993b), it was found that the care given to parents at the time of the loss was 
more positively received by parents than the care they received in the months 
following the loss or in the week(s) before the loss when indications that it 
might occur had become apparent. It was found that around 50% of the parents 
were dissatisfied with the care they had received from professional care givers. 
The complaints parents mentioned concerned being insufficiently informed 
(Cuisinier et al., 1990; Timmers, Kanhai, Geerinck-Vercammen & Keirse, 
1990), or emotions being summary dealth with (Cuisinier et al., 1990; Graham 
et al., 1987). Some parents also found professional care givers cold and distant 
(Helström & Victor, 1987; Hohenbruck, Kleine, Kollée & Robbroeckx, 1985; 
Keirse, 1989; Knapp & Peppers, 1979; Timmers et al., 1990; Wolff et al., 
1970), giving too little support (e.g. Laurell-Borulf, 1982), or too little 
information or using a bad timing in its presentation (e.g. Cuisinier et al., 
1990; Forrest et al., 1982; Hellström & Victor, 1987; Hohenbruck et al., 1985; 
Keirse, 1989; Lovell, 1983; Rowe et al., 1978). Parents also had complaints 
relating to after-care, finding one follow-up contact after a loss late in 
pregnancy (Hohenbruck et al., 1985), and no follow-up appointment following 
miscarriage (Cuisinier et al., 1990; Hellström & Victor, 1987) too limited. 
Recent studies on parents' satisfaction with professional care givers 
involved in pregnancy loss present a less negative picture of the care givers, 
most probably as a result of changes in hospital policy (Cuisinier et al., 1993b). 
Women who experience a miscarriage are the ones least satisfied with the care 
they receive from professionals (Cuisinier et al., 1993a). Extra care, in the 
form of for example, an extra follow-up or phone call, is much appreciated by 
parents (Forrest et al., 1982; Harmon, Glicken & Siegel, 1984; Lake, Johnson, 
Murphy & Knuppel, 1987). As a result of the Finding that grief is facilitated by 
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good professional care (Forrest et al., 1982; Harmon et al., 1984; Lake et al., 
1987; Schreiner, Gresham & Green, 1979), considerable progress has been 
made over the last few years in the provision of such care following pregnancy 
loss. The care provided for women who have experienced a miscarriage, 
however, still needs further attention, as does after-care (de Kleine, Cuisinier, 
Kollée, Bethlehem & de Graauw, 1995). 
Two preliminary investigations on pregnancy loss 
Since the seventies research into pregnancy loss has provided substantial 
information on its psychological consequences. The main concern of the first 
studies was to examine the emotions parents might experience following 
pregnancy loss, especially perinatal death. The first study that we conducted at 
the University of Nijmegen in 1988 was an explorative one, directed at 
women's reactions following either early or late pregnancy loss. Another 
subject of interest was the support the bereaved women received from their 
partner, friends and relatives, and their satisfaction with professional care. The 
study confirmed that women grieve for the loss, and that their grief reactions 
are similar to those experienced when a significant other is lost (Cuisinier et 
al., 1990). 
In a second study conducted at the University of Nijmegen, a scale to 
measure grief following pregnancy loss, the Perinatal Grief Scale (PGS) which 
had meanwhile been developed in the U.S.A. (Potvin, Lasker & Toedter, 1989; 
Toedter et al., 1988), was tested (Cuisinier, de Graauw, Kuijpers, Hoogduin & 
van Minnen, 1992). Several variables were investigated in relation to grief 
intensity following pregnancy loss (Cuisinier et al., 1993a; Janssen et al., 
1992), and women's satisfaction with professional care was examined. 
Although it is known that women react intensely following pregnancy loss, 
the number of women unable to cope 'normally' and who as a result develop 
longlasting psychological complaints is as yet unknown. In addition, no firm 
conclusions can be drawn on the specific characteristics of women who have a 
higher risk of developing psychological complaints following pregnancy loss. 
As all the studies conducted were retrospective in design, the subjective report 
of women on the situation prior to the loss could easily be colored by the 
experience itself. The validity of the variables is therefore doubtful, since these 
were studied subsequently to the loss. The use of a variety of measures to 
assess grief and to distinguish complicated grief from normal grief is one of the 
factors that account for the great variety of results from outcome studies. 
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A prospective longitudinal study: objectives, design and sample 
A prospective longitudinal study was designed in order to overcome some 
of the shortcomings of earlier studies. To gain more insight into complicated 
outcome following pregnancy loss, women were followed over a substantial 
period of time, ranging from the beginning of pregnancy up to a year and a half 
following pregnancy loss. An adequate grief scale, the Perinatal Grief Scale 
(PGS), which had proven to have good methodological qualities previously, was 
included for the women who had lost their baby in order to gain more 
information on the intensity of the grief reactions over time. Three main areas 
of interest were: 1) In what way are women affected by pregnancy loss. 2) 
How many women develop complicated grief reactions following pregnancy 
loss. 3) What are the main predictors for complicated outcome. As the various 
person-oriented, social-environmental, demographic and pregnancy-related-
variables would be measured prior to the loss, more solid statements could be 
made about their actual importance in relation to outcome following pregnancy 
loss. 
In November 1990, a request for participation in the study was published in 
the popular family magazine 'Children' [Kinderen]. This magazine is read in 
The Netherlands and the Flamish part of Belgium. In an editorial article the 
study was described and recently pregnant women, within twelve weeks of 
gestation were invited to participate in it. Within three months, almost 4,000 
women had agreed to participate, and the first 2,140 were included in the 
study. 
As can be seen in Figure 1.1., all women were sent questionnaires at 2 
points in their pregnancy (once during the first 12 weeks and once at 6 
months), and again at the expected time of one month following delivery. 
Through all these assessments, information was gathered concerning their 
pregnancy and the (upcoming) delivery. A random subsample of 213 women 
who gave birth to a living baby was re-assessed at six, twelve and eighteen 
months following delivery, together with some specific groups of women, who 
had either prematuraly delivered, who had given multiple birth, who had been 
depressed during pregnancy, or who had given birth to a baby with a health 
handicap. Where pregnancy prematurely resulted in a loss, these women were 
included in the loss sample which forms the focus of this dissertation. All these 
women were questionned as soon as possible following the loss and 
subsequendy at six months, at one year and at a year and a half following the 
loss. 
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Figure 1.1. 
Design of a Longitudinal, Prospective Study on Pregnancy Loss (N=2,140). 
Note The numbers within the squares indicate the moment of assessment, with the top line 
referring to the pregnancy and post-delivery assessments, and the bottom line indicating the 
assessments following pregnancy loss 
The results of this study are presented in Chapters 2 to 8. Part I of this 
dissertation, 'Course of grief following pregnancy loss', consists of Chapter 2 
and Chapter 3. Chapter 2 contains an international comparison of studies using 
the Perinatal Grief Scale. Chapter 3 compares the mental health of women who 
have experienced a pregnancy loss to that of women who have given birth to a 
living baby. Chapters 4 and 5 together make up the second part of the 
dissertation 'Pathological grief following pregnancy loss' and respectively deal 
with an examination of complicated grief and the incidence of complicated 
outcome. The third and last part of the dissertation 'Prediction of grief intensity 
following pregnancy loss' consists of Chapters 6, 7 and 8. Chapters 6 and 7 
present the results regarding predictors for complicated outcome, and Chapter 8 
presents the results regarding grief intensity during and after a pregnancy 
following pregnancy loss. In a last chapter, Chapter 9, the results of the study 
are discussed and the implications for professional care are presented. 
PARTI 
Course of Grief Following Pregnancy Loss 

Chapter 2 
An International Comparison of Studies 
Using the Perinatal Grief Scale1 
Abstract 
Objective. Until recently, a standardized measurement scale to 
assess grief intensity following pregnancy loss was lacking The 
Perinatal Grief Scale (PGS), developed in 1988 at Lehigh 
University in Bethlehem (USA) has been used in many studies on 
pregnancy loss since then. In this paper the results of seven studies 
from four countries which all used the PGS are compared 
Method. The reliability of the measure and scores on the full scale 
and three subscales are compared across studies Furthermore, the 
findings on relationships between some predictor variables and 
grief intensity are presented and compared between studies to 
indicate the validity of the PGS Results The PGS is shown to be 
a reliable and valid measure across the seven studies on three 
continents, although grief scores appear to be lower in the 
European countries than those in the U S and Australia The 
duration of the pregnancy and the presence of mental health 
symptomatology prior to the loss are important predictors of grief 
in several studies Conclusion: The PGS is a useful measure for a 
variety of types of studies and reveals remarkably consistent 
results 
In recent years there has been increasing attention to the effects of 
pregnancy loss (spontaneous abortion, ectopic pregnancy, fetal and neonatal 
death) on women and their families. The current attention by researchers to the 
consequences of loss began with a few clinical reports from psychiatrists in the 
1960's (Cain & Cain, 1964; Malmquist, Kay' & Nilsson, 1969; Somit & Stark, 
1961), and several important small-scale studies by physicians (primarily 
pediatricians) in the 1970's (Benfield et al., 1978; Bourne, 1968; Kennell et al., 
1970; Lewis, 1979b; Wolff et al., 1970). In the 1980's a shelf full of books 
written by bereaved parents and social scientists appeared; these were directed 
primarily at bereaved parents and secondarily at health care professionals 
(Berezin, 1982; Borg & Lasker, 1981, 1988; Cuisinier & Janssen, 1991b; 
Davis, 1991; Friedman & Gradstein, 1982; Ilse & Bums, 1985; Jimenez, 1982; 
Peppers & Knapp, 1980a; Pizer & Palinski, 1980). 
This tremendous burst of interest in the topic was motivated by changing 
1
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social conditions which became more prominent in the 1970's. This included 
greater parental demand for education and control over many issues 
surrounding pregnancy and childbirth. A more open attitude toward dying and 
bereavement begun primarily by the work of Kübler-Ross (1969) and received 
considerable attention in medical health care, and an increased openness to 
discussing personal crises developed, fostered by large numbers of self-help 
books, support groups, and media attention. 
Not surprisingly, this increased attention to the crisis of pregnancy loss has 
led many scientists, particularly in sociology and psychology, and health care 
providers, particularly in nursing, to investigate the impact on families more 
systematically; with larger samples, and sometimes with longitudinal designs. 
Zeanah (1989) and Kirkley-Best & Kellner (1982) have decried the lack of 
well-designed systematic research and better outcome measures. Correcting this 
deficiency has been the major agenda of the late 1980's and early 1990's 
(Zeanah, 1989), and this type of research has recently begun to appear in 
countries throughout the world. 
Although there is general consensus in the literature on the important social 
and psychological impact of perinatal loss, past studies revealed widely diverse 
findings on the types of variables which best predict grief following a loss. The 
disagreement among researchers on issues such as the importance of prior and 
subsequent childbirth, prior loss, age, and social class is a result in part of 
widely differing designs and samples as well as differences in the measures 
used to assess grief (Lasker & Toedter, 1991). 
In this paper we will describe studies carried out in the United States, in 
The Netherlands, in Australia, and in Germany, which have used a common 
measure, the Perinatal Grief Scale (PGS), and compare the results. The PGS, 
developed originally in connection with the Perinatal Loss Study at Lehigh 
University (Potvin et al., 1989; Toedter et al., 1988), is currently being used in 
a wide variety of research projects in the U.S. and in many other countries. 
The Perinatal Grief Scale 
The Perinatal Grief Scale was constructed by Lori Toedter, Judith Lasker 
and colleagues to incorporate the many different dimensions of grief mentioned 
in the literature. By means of this scale, normal grief responses can be 
identified as well as expressions of despair, or extreme depression. These latter 
responses are seen as indicators of unusual behavior that put the individual at 
risk of poor outcome (Lasker & Toedter, 1991). The original scale consisted of 
104 Likert-type items whose answers varied from strongly agree (1) to strongly 
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disagree (5). The measure was constructed based on items used by other 
perinatal loss researchers, some questions from the Texas Inventory of Grief 
(Zisook et al., 1982), and additional items constructed to fit the dimensions of 
perinatal grief that were considered to be of major importance following 
pregnancy loss. Analyses of results led to a paring down of the original 104-
item scale to a final long version of 84 items (Cronbach's-a=0.97) and a short 
version of 33 items (Cronbach's-a=0.95). The short version was used in all the 
studies reported here and all items were reverse-scored, with a high score 
reflecting intense grief reactions. 
The subscales 
Factor analysis of the PGS resulted in a three-factor structure, with three 
subscales consisting of 11 items each. The first subscale was called 'Active 
Grief, as it includes items regarding sadness, missing the baby, and crying for 
the baby. The second subscale 'Difficulty Coping', includes items suggesting 
difficulty in dealing with normal activities and with other people; it appears to 
indicate withdrawal and depression. The third subscale, 'Despair', represents 
feelings of worthlessness and hopelessness. The means of the subscales are 
progressively smaller, and analyses have supported the idea that the three 
subscales represent increasingly severe responses to grief (Lasker & Toedter, 
1991). 
Description of studies 
The Lehigh Study. Carried out between 1984 and 1989 by Judith 
Lasker and Lori Toedter at Lehigh University in Bethlehem, 
Pennsylvania (USA), this is a longitudinal study of the effects of four 
types of pregnancy loss: spontaneous abortion, ectopic pregnancy, fetal 
death, and neonatal death. Physicians and nurses in seventeen private 
obstetric/gynaecological practices, four hospital obstetric/gynaecological 
clinics, a midwife-directed birth center and a city health bureau 
throughout the Lehigh Valley region asked all patients at the time of their 
post-partum visit, usually four to six weeks following the loss, if they 
would be willing to be part of the study; 84.6% of those who were asked 
did participate. There were no significant differences in length of 
pregnancy, age, marital status, occupation, or type of loss between those 
who participated and those who refused. 
A total of 138 women and 56 men were interviewed; data from the 
women only will be used here in order to be comparable to the other 
studies. Sixty-three of the women experienced spontaneous abortions, 18 
had ectopic pregnancies, 39 had fetal deaths (In Pennsylvania the 
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standard is to call a loss after sixteen weeks gestation a fetal death. For 
the analysis in this paper, losses prior to 20 weeks will be included with 
miscarriages to be comparable to the other studies), and 18 had neonatal 
deaths. The mean age of the women was 28.5, with a range of 15 to 41, 
and the sample as a whole had an average of 13.8 years of education. 
The sample included people from a wide range of socioeconomic 
backgrounds (Toedter et al., 1988; Lasker & Toedter, 1991). 
The Nijmegen Study. Marianne Cuisinier and her colleagues at the 
University of Nijmegen designed two studies using the Perinatal Grief 
Scale and other standardized measures, some of which were also used in 
the Lehigh Study. 
The first of these (Cuisinier et al., 1993; Janssen et al., 1992) was a 
cross-sectional retrospective study of 143 women who had experienced 
either a miscarriage (n=105) or stillbirth (n=38) no longer than three 
years prior to the study. It was aimed at comparing the reactions to the 
death of a baby in women with an early pregnancy loss and women who 
had a loss later in pregnancy. Subjects were selected from the records of 
a major hospital in the western region of the country by a staff 
obstetrician and were evenly distributed among those whose loss had 
occurred less than one year, one to two years, and two to three years 
before the study. The request to participate was sent from the hospital, 
with responses directed to the university team. 69% of the selected 
sample participated in the study, which used a retrospective pretest 
design similar to that of the Lehigh study (Toedter, Lasker & Campbell, 
1990). The women showed much variety in the different background 
characteristics. 
The second study conducted by the Nijmegen research team was a 
prospective investigation in which 2,140 women filled out questionnaires 
repeatedly from the end of the first trimester of pregnancy. Its purpose 
was to identify the risk factors for a complicated grief outcome following 
pregnancy loss. Subjects were recruited by the placement of an 
advertisement in a widely circulated magazine directed at pregnant 
women and new mothers. Following the first assessment, the women 
were contacted again during their sixth month of pregnancy, and one 
month following the delivery. Those who reported having experienced a 
loss at any of these three contacts were immediately sent a questionnaire 
asking about the loss and then another such questionnaire at six months, 
one year, and eighteen months following the loss. A subsample of those 
who had healthy births were also followed at six, twelve, and eighteen 
months after the birth. The total number of subjects in this study who 
had experienced losses was 227, of whom 204 (91%) had miscarriages 
(losses prior to 20 weeks), and twenty-three had perinatal deaths at 
twenty weeks or later. The response rate in this study was high; 94% of 
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women with a loss stayed in the study. The women made up a diverse 
group with regard to sociodemographic characteristics and reproductive 
history characteristics. The age of the subjects ranged from 19-41, with a 
mean of 29 years. 
The Munich Study. Manfred Beutel and colleagues at the Institute 
and Polyclinic for Psychosomatic Medicine, Psychotherapy and Medical 
Psychology in Munich (Germany), interviewed eighty-six women who 
had a Dilation and Curettage (D&C) following a spontaneous abortion to 
examine grief reactions and their determinants. The women were 
recruited in the hospital and interviewed one to two days later. Half were 
offered an intervention at 6-8 weeks after the loss, and all were followed 
up to 7 and 13 months after the loss. The data reported here are derived 
from the first interview (Beutel, Deckardt, Schaudig, Franke & Zauner, 
1992; Beutel, Deckardt, Schaudig, & Rolvering, 1993). 
The Maryland Study. Elizabeth Beil of the College of Education at 
the University of Maryland (USA) recruited women who had suffered 
miscarriages by the use of a newspaper announcement and support group 
newsletters. The 224 women in her study had experienced a miscarriage 
between one and 42 months prior to the interview. 90% of the sample 
were between the ages of 25 and 39, and the majority had at least a 
bachelor's degree and over 40,000 dollar income. Half had experienced 
more than one miscarriage (Beil, 1992). 
The Erasmus Study. Joke Hunfeld and her colleagues at the Erasmus 
University in Rotterdam (The Netherlands), carried out a study of 46 
women in late pregnancy (24 weeks gestation or longer) who had been 
informed that the babies they carried suffered from severe or fatal 
malformations. The emotional reactions and determinants of grieving 
were studied. The PGS was adapted to be used with pregnant women in 
this situation. Women were first interviewed two to six weeks following 
the diagnosis, and again at 3 months after the delivery. Five babies 
suffering from severe handicaps were still alive at the time of the second 
assessment. The women ranged in age from 19 to 44, with a median of 
30 years (Hunfeld et al., 1993a; Hunfeld et al., 1993b). 
The Queensland Study. At the University of Queensland in Brisbane 
(Australia), a longitudinal study was carried out by John Vance and 
colleagues of families who experienced stillbirth (n=100), neonatal death 
(n=106), or Sudden Infant Death Syndrome (SIDS) (η=52) to identify 
the various reactions of different groups of parents. The families, whose 
names were obtained from participating hospitals, were interviewed four 
times over a two year period (Vance, 1993; Vance et al., 1991). 
Table 2.1. presents summary data on the samples in the studies described in 
the text. 
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Table 2.1. 
Description of Samples and Time of Assessment for the Studies. 
Study 
Lehigh (USA) 
Nijmegen 
(Netherlands) 
Retrospective 
Study 
Nijmegen 
(Netherlands) 
Prospective 
Study 
Erasmus 
(Netherlands) 
Munich 
(Germany) 
Maryland 
(USA) 
Queensland 
(Australia) 
N 
Women 
138 
143 
227 
46 
86 
224 
46 
Loss Type Weeks Pregnant 
range (mean) 
1,2,3,4 
1,3 
1,3,4 
3,4,5 
1 
1 
3,4 
4-41 (20.33) 
642 (16.80) 
4-41 (12.82) 
24-38(31.00') 
6-19 (10.00) 
1-23 ( 9.82) 
2 
Time since Loss 
at Assessment 
2 months; 1 yr; 
2 years 
< 36 months 
2.5, 6, 12, and 18 
months 
2-6 weeks after 
diagnosis; 3 months 
following birth 
1-2 days 
< 42 months 
2, 6, 15, and 
25 months 
Note. Loss Type:l=miscarriage, 2=Ectopic Pregnancy, 3=Stillbirth, 
4=Neonatal Loss, 5=Severe Handicap 
1
 =Median instead of mean age 
2
=Information unavailable 
Results 
Table 2.2. presents internal reliability for the PGS and its three subscales, 
based on Cronbach's alpha, for each of the studies described here for which 
such information was available. 
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Table 2.2. 
Internal Reliability (Cronbach's-a.) of Perinatal Grief Scale (PGS) and 
Subscales 
PGS Active Difficulty Despair 
Total Grief Coping 
Lehigh 
Nijmegen, 
Retrospective Study 
Nijmegen, 
Prospective Study 
Erasmus 
Munich' 
.95 
.96 
.96 
.96 
.93 
.92 
.92 
.92 
.90 
.90 
.91 
.88 
.89 
.87 
.87 
.86 
.91 
.90 
.93 
.87 
'The authors did their own factor analysis on the 33 PGS items, and therefore, 
the subscales are not identical to those in other studies. 
In all of the studies, the reported reliability for the total PGS appears to be 
high, surpassing .90. The internal reliability was somewhat lower for the 
subscales 'Difficulty Coping' and 'Despair' than for the total scale, not 
surprising with the smaller number of items. Even so, Cronbach's-a in every 
instance exceeded .85. 
Table 2.3. gives the means and standard deviations for the PGS and 
subscales for each study at the time of assessment, with Table 2.3.1. reporting 
losses prior to twenty weeks and Table 2.3.2. giving results for losses at 20 
weeks and later in pregnancy. 
There are a number of striking patterns which emerge from these results. 
First, it is clear that the timing of the loss affects grief. In both the Lehigh and 
Nijmegen studies, which included women with both early and late losses, the 
mean scores on the PGS total scale as well as on the subscales are higher for 
those women whose losses occurred after 20 weeks gestation than for those 
who experienced losses earlier in pregnancy (Lehigh: t^, =-7.029, df=118, 
p<.000; Nijmegen: t,Ml =-4.601, df=225, p<.000; Calculated according to 
hypothesis testing: Hinkle, Wiersma & Jurs, 1988). 
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Table 2.3.1. 
PGS Results: Means and Standard Deviations for Losses Prior to 20 Weeks 
Gestation 
Study and time PGS Active Difficulty Despair 
since assessment Total Grief Coping 
M Sd M Sd M Sd M Sd 
Lehigh, 2 ninths' 
(n=78) 76.0 21.8 32.8 9.6 22.2 5.5 21.0 6.6 
Lehigh, 1 to 1.5 yrs 
(n=64) 63.8 18.1 25.8 8.0 19.5 7.2 18.5 5.7 
Lehigh, 2 to 2.5 yrs 
(n=58) 60.3 15.4 23.9 6.7 18.7 5.8 17.7 5.1 
Nijmegen, < 3 yrs2 
Retrospective (n= 105) 60.1 19.9 24.9 9.7 18.7 6.0 16.4 5.8 
Nijmegen, 2.5 mnths3 
Prospective (n=204) 67.5 20.7 28.1 9.1 21.4 7.2 18.3 6.4 
Nijmegen, 6 mnths3 
Prospective (n=200) 62.9 20.1 24.6 5.5 20.7 7.0 17.6 6.0 
Nijmegen, 12 mnths3 
Prospective (n =194) 55.7 20.2 21.0 8.2 18.8 7.1 16.0 6.1 
Nijmegen, 18 mnths3 
Prospective (n= 192) 52.2 18.1 19.4 7.6 17.7 6.4 15.1 5.5 
Munich, 1-2 days 
(n=86) 65.1 20.7 31.0/0.7 15.4 6.2 16.6 6.7 
Maryland, < 42 mnths 
(n=224) 74.7 26.2 30.5 10.7 23.1 9.5 21.1 5.2 
1
 Length of pregnancy for this subsample: Mean=11.22, range 4-19 
2
 Length of pregnancy for this subsample: Mean= 11.91, range 6-19 
3
 Length of pregnancy for this subsample: Mean= 10.99, range 4-19 
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Table 2.3.2. 
PGS Results: Means and Standard Deviations for Losses After 20 Weeks 
Gestation 
Study and time 
since assessment 
Lehigh, 2 mnths1 
(n=42) 
Lehigh, 1 to 1.5 yrs 
(n=33) 
Lehigh, 2 to 2.5 yrs 
(n=32) 
Nijmegen, < 3 yrs2 
Retrospective (n=38) 
Nijmegen, 2.5 mnths3 
Prospective (n=23) 
Nijmegen, 6 mnths3 
Prospective (n=22) 
Nijmegen, 12 mnths3 
Prospective (n=22) 
Nijmegen, 18 mnths3 
Prospective (n=21) 
Queensland, 2 mnths 
Stillbirth (n=23) 
Neonatal Loss (n=23) 
Queensland, 6 mnths 
Stillbirth (n=21) 
Neonatal Loss (N=21) 
Queensland, 15 mnths 
Stillbirth (n=20) 
Neonatal Loss (n=20) 
Erasmus, 3 mnths 
(n=27) 
PGS 
Total 
M Sd 
94.3 23.7 
79.8 18.9 
73.6 18.6 
74.6 79.6 
88.0 15.6 
67.7 26.9 
59.5 20.8 
51.0 18.2 
95.5 22.7 
103.7 27.6 
83.9 27.6 
86.5 75.7 
73.5 27.6 
76.5 20.4 
82.5 29.9 
1
 Length of pregnancy for this subsample 
2
 Length of pregnancy for this subsample 
3
 Length of pregnancy for this subsample 
Active 
Grief 
M Sd 
42.0 8.4 
34.6 7.9 
32.8 7.3 
31.5 8.0 
38.0 5.0 
26.2 77.0 
23.5 70.7 
19.4 7.3 
41.7 7.8 
44.2 6.2 
35.2 7.6 
36.3 5.2 
30.4 5.7 
31.4 8.2 
35.6 70.J 
: Mean=29.6, 
: Mean=30.3, 
: Mean=29.1, 
Difficulty 
Coping 
M Sd 
27.6 
23.2 
20.6 
23.1 
27.1 
23.0 
19.6 
16.3 
28.4 
31.6 
25.3 
26.3 
23.3 
23.1 
24.7 
9.6 
7.5 
7.1 
6.6 
7.2 
9.4 
5.8 
6.2 
8.5 
9.2 
8.8 
5.2 
8.9 
7.0 
9.8 
range 20-41 
range 20^2 
range 20-41 
Despair 
M Sd 
24.7 
22.1 
20.2 
20.1 
22.8 
18.5 
19.6 
15.2 
25.4 
27.9 
23.3 
23.9 
19.9 
22.1 
8.9 
7.3 
6.7 
7.0 
6.1 
8.2 
6.2 
5.9 
8.8 
8.3 
8.2 
7.3 
6.4 
6.8 
22.0 70.9 
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Secondly, grief decreases as time passes. Reactions in the longitudinal 
studies (Lehigh, Nijmegen, Queensland) are most intense shortly following the 
loss, and for every subscale they drop continuously in each subsequent 
interview. This decrease in grief over time is visualized in Figure 2.1., for the 
early loss groups, and Figure 2.2. for the late loss groups. 
Grief intensity 
80 
18 24 36 42 
Time since loss (in months) 
"""Lehigh +NijmegenR "^"NijmegenP • Munich * Maryland 
Figure 2.1. 
The course of grief in women following miscarriage 
The third pattern that emerges from the studies, is that the highest subscale 
scores are found on "Active Grief", followed by "Difficulty Coping", with 
"Despair" being the lowest. 
A fourth pattern is seen in comparing the standard deviations of grief 
scores. Women who experienced early losses show greater variation in "Active 
Grief" when compared with those who had later losses in the Lehigh and 
Nijmegen studies. This pattern of differences is not seen in the other subscales. 
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Figure 2.2. 
The course of grief in women following perinatal loss 
Finally, grief scores in the American and Australian studies are higher than 
those in the Dutch and German studies. For example the difference between the 
sample mean of the Lehigh study (at 2 months for women with an early loss) 
and the sample mean of the Nijmegen study (at 2.5 months for women with an 
early loss) reached significance: t=3.04, df=280, p<.01 (Hinkle et al., 1988). 
At 2 years the mean score for women with an early loss in the Lehigh study 
was also significantly higher than at 18 months following a miscarriage for 
women in the Nijmegen study (t=3.09, df=248, p<.01). The women in the 
Munich study as well had significantly lower grief scores than the women in the 
Lehigh study (t=3.28, df=162, p<.01). 
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continues to be widely used in pregnancy loss research. 
The studies discussed in this paper show that the PGS and its subscales 
appear to have good to excellent internal reliability not only in the original 
Lehigh study but in other studies as well. The accuracy with which the extent 
of an individual characteristic in the future can be estimated from the extent to 
which the individual currently manifests or possesses some other property 
indicates the predictive validity of a scale (Ghiselli, Campbell & Zedeck, 
1981). The good predictive validity of the PGS, reported earlier for the Lehigh 
study (Toedter et al., 1988) was confirmed by the other studies, in which the 
direction of the relationship between various predictor variables and grief 
intensity was found to be the same. The PGS furthermore has proved to have 
sufficient external validity (the extent to which one can generalize across 
various kinds of persons, settings, and times; Cook & Campbell, 1979), as the 
results are comparable in different studies with different samples in different 
countries where assessments have been taken at different moments in time. 
One interesting result is that lower grief scores are found among women in 
the European studies (Germany and The Netherlands) compared to those carried 
out in the United States and Australia. This may be due to changes in the 
measure which occured during translation into Dutch and German. Indeed 
Beutel indicated that "some items were extremely difficult to translate into 
German" (personal communication). In the Erasmus study, the items of the 
Perinatal Grief Scale had to be changed to fit the specific situation women were 
in, namely delivering a baby with severe anomaly. Comparing grief scores 
becomes, therefore more arbitrary. However, in the Nijmegen study, in which 
items were directly translated into Dutch and were used in two studies of which 
the retrospective one was largely comparable to the Lehigh study, grief scores 
in women were as well significantly lower. Maybe due to cultural differences 
regarding the expression of emotion in general or of grief in particular this 
result is found. This possibility deserves further investigation. 
Women who experienced later losses show stronger grief reactions than 
those whose losses occurred early in pregnancy. Gestational age, along with 
prior symptoms of poor mental health, are the most important predictors of 
grief scores. Although women who had miscarriages had lower scores on 
average, there is a great variability in grief, indicating that some women who 
miscarry may be as distressed as mothers of stillborn babies. 
Chapter 3 
Λ Controlled Prospective Study on Mental Health in Women 
Following Pregnancy Loss1 
Abstract 
Objective: This study was carried out to investigate the hypothesis 
that, following a pregnancy loss, women show more mental health 
complaints than women who give birth to a living baby. Method: 
Mental health was assessed in 2,140 women during their first 
trimester of pregnancy using the Dutch version of the Symptom 
Checklist (SCL-90). A total of 227 women who had lost their 
babies and 213 women who gave birth to a living baby were 
followed over a period of 18 months, during which their mental 
health was re-assessed four times. Results: When talcing mental 
health complaints at the beginning of pregnancy and reproductive 
loss history into account, data-analysis revealed that up to six 
months following their pregnancy loss, women showed increased 
depression, anxiety, and somatization when compared to women 
who gave birth to live babies. Over time the mental health of 
women who have experienced a loss was found to improve, and at 
one year was comparable to that of women who gave birth to live 
babies, and to that of women in general. Conclusion: The majority 
of women are able to recover from pregnancy loss without 
psychiatric treatment in about one year. A pregnancy loss is 
nevertheless found to be a stressful life event that can give rise to 
a marked deterioration in a woman's mental health, particularly in 
the first six months following loss. 
Research studies have shown various psychological complaints to appear in 
women who have experienced a pregnancy loss in the recent past (Cuisinier et 
al., 1990; Cullberg, 1972; Forrest et al., 1982; Lasker & Toedter, 1991; Nicol 
et al., 1986; Theut et al., 1989). When compared to the general population, 
women who have experienced a pregnancy loss also show substantially more 
depressive symptomatology (Friedman & Gath, 1989; Murray & Callan, 1988). 
Although it is presumed that the psychological complaints are the result of 
pregnancy loss, they could just as well be a consequence of pregnancy or of 
giving birth to a baby, both of which, in themselves, constitute stressful life-
events (Cutrona, 1982; Elliott et al., 1983; Romito, 1989). 
Only a few studies have made use of a comparison group design. 
Neugebauer et al. (1992a) found 36.2% of the women in their study to show 
moderate to severe depressive symptomatology in the early weeks following 
1
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miscarriage as compared to 12.4% of a pregnant control group and 10.1% of a 
community sample. Of the women who had lost their babies, 12.8% still 
appeared to be depressed when reinterviewed at six months (Neugebauer et al., 
1992b). Clarke and Williams (1979) found 20% of the women to have a 
moderate to high score on the Beck Depression Inventory (BDI) within 2 days 
following perinatal loss, compared to 3% of the women who gave birth to live 
babies. At six months, 12% of the women who had experienced a loss were 
still scoring moderate to high on the BDI. 
In some other studies, women have been reported to develop anxiety 
disturbances such as phobic anxiety or obsessive-compulsive behavior following 
pregnancy loss (Cullberg, 1972; Friedman & Gath, 1989; Tudehope et al., 
1986). In a study by Thapar and Thapar (1992), women who had experienced a 
miscarriage were found to show more somatic symptoms and symptoms of 
anxiety and depression at six weeks following the loss when compared to 
women in the early stage of pregnancy. Although it can be concluded from the 
aforementioned studies that women feel anxious and show somatic complaints 
shortly following pregnancy loss, and at six months still feel depressed, it is 
unclear as to how long their mental health may remain impaired. 
This paper presents the results of a study comparing the mental health of 
women following pregnancy loss (Loss group) to that of women following 
delivery (Comparison group). Using a prospective design, mental health was 
assessed in both groups at the beginning of pregnancy, before the delivery or 
the loss of the baby had taken place. It was hypothesized that women would 
show more mental health complaints following pregnancy loss than following 
birth to a live baby. Based on earlier studies, it was expected that women who 
had experienced a loss would show more depression, anxiety, and somatization. 
It was further hypothesized that more symptoms of obsessive-compulsive 
behavior would be found in the women who had experienced a loss. Based 
upon theoretical considerations and earlier research (Cuisinier et al., 1993; 
Goldbach et al., 1991; Janssen et al., 1992; Murray & Callan, 1988), it was 
expected that mental health in general would improve over time in women with 
a pregnancy loss. 
Method 
Study design 
An invitation to women who had recently become pregnant to participate in 
the study was published in a family magazine read in The Netherlands and the 
Dutch speaking part of Belgium. 2,140 women within 12 weeks of gestation 
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volunteered to participate and were immediately sent a questionnaire regarding 
their pregnancy. In the sixth month of pregnancy and at one month after the 
expected time of delivery, they were again sent a questionnaire. At each 
assessment, the women were asked to complete the questionnaire within a few 
days and return it in a pre-paid envelope. A randomly chosen subgroup of 
women was followed over the long term, and sent a questionnaire at six, 
twelve, and eighteen months following delivery. The questionnaires were, 
among other things, directed at identifying changes in mental health following 
birth. At the assessments up to one month following delivery, the women were 
asked to inform the researchers if pregnancy had ended in a miscarriage or a 
perinatal loss. If this was the case, they were included in the Loss group and 
received a first specific loss questionnaire as shortly as possible thereafter. A 
second loss questionnaire was sent at six months, a third at twelve months, and 
a final one at eighteen months following the loss. All the loss questionnaires 
contained questions concerned with mental health symptomatology and the 
mourning process. Because the women in the Comparison group carried their 
babies through to term, the women who experienced a loss received their 
questionnaires earlier in time. In this paper, the data on the first pregnancy 
assessment along with the four post-loss/delivery assessments will be presented. 
Measures 
At each assessment, mental health was measured using the Symptom 
Checklist (SCL-90; Derogatis, 1977). The reliability and validity have been 
reported to be satisfactory for the translated Dutch version (Arrindell & Ettema, 
1986). This version consists of eight subscales. Data from the four subscales 
relevant to this study will be presented here: depression, anxiety, somatization, 
and obsessive-compulsive behavior. In addition to the SCL-90, the first 
questionnaire also included questions on socio-demographic characteristics and 
reproductive history. 
Samples and Response Rates 
From the original sample of 2,140 pregnant women, almost 11% 
experienced an involuntary pregnancy loss (n=227). Some women (n=35) 
experienced a miscarriage a few days after enrollment, before they had been 
able to complete the first questionnaire. Prospective mental health data for these 
women is therefore missing. Most women in the Loss group (91 %) experienced 
an early loss before the twentieth week of gestation, and could not complete the 
second questionnaire at six months of pregnancy. From the women who had 
carried their babies through to term and were still participating in the study at 
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one month following delivery (n=1,830), a randomly chosen subgroup of 213 
women constituted the Comparison group. 
All the women who lost their babies completed a first post-loss 
questionnaire at an average of 2.5 months following the loss (93% reported 
within a range of 3 days to 4 months; 7% between 4 and 5 months). The 
women in the Comparison group completed their first questionnaire at an 
average of one month following delivery, which was significantly earlier in 
time (t= 13.03; df=408.81, p = .O00). The second, third, and fourth 
assessments of the Comparison group were made at respectively 6, 12, and 18 
months following delivery; these were comparable to the follow-up assessments 
of the Loss group. During the study, 14 women who had experienced a loss 
dropped out (response: 94%). The reasons were: non-response (n=6), finding 
completion of the questionnaire to be too emotional (n=3), finding that the loss 
had an insignificant effect on their lives (n=3), or having moved (n=2). In the 
Comparison group, 5 women dropped out (response: 98%). No significant 
differences were found between the women with a loss who dropped out of the 
study and the women with a loss who completed all four post-loss 
questionnaires when several demographic variables such as age, education, 
marital status, number of living children, and the presence of a history of 
pregnancy loss were compared. However, a significant difference was found 
with regard to the number of early pregnancy losses in individual's history; the 
women who dropped out having experienced several miscarriages relatively less 
often (t=-5.68, df=39.17, p=.000). 
Background characteristics 
Information on the socio-demographic characteristics of the women in both 
groups is given in Table 3.1. 
The women who had experienced a loss were significantly older than the 
women who gave birth to live babies (t=2.61, df=433.96, p=.009). No 
significant differences were found between the two groups with regard to other 
socio-demographic characteristics. Details on personal psychiatric history, a 
potentially interesting variable in the context of this study, was not elicited as 
this is a delicate subject in Dutch society and might have caused additional 
drop-outs. 
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Table 3.1. 
Socio-demographic Characteristics of Women in Loss (n=227) and 
Comparison (n=213) Group 
Mean Age (range)1 
(Sd) 
Education, % 
Primary or 
Lower Vocational 
Secondary 
High School or 
Advanced Technical 
University 
Marital Status, % 
Married/Cohabiting 
Living Alone 
Number of 
Living Children, % 
None 
One 
Two 
> Three 
Loss Group 
(n=227) 
29.22 (19-41) 
(4.26) 
19 
44 
31 
6 
97 
3 
33 
40 
21 
6 
Comparison Group 
(n=213) 
28.24 (19-38) 
(3.63) 
20 
45 
32 
3 
98 
2 
34 
51 
11 
4 
'The difference between the Loss and Comparison group reached significance 
(t=2.61, df=433.96, p=.009). 
Concerning reproductive history, it can be concluded (Table 3.2.) that 
relatively more women in the Loss group as compared to the Comparison 
group, had previously experienced a pregnancy loss, specifically early 
pregnancy loss (χ2=26.369, df=2, p=.000). 
With regard to mental health complaints during pregnancy, the women in 
the Loss group, whose pre-loss mental health data was available (n=192), 
showed significantly more depressive complaints (t=2.47, df= 304.99, p=.014) 
and symptoms of anxiety (t=3.06, df=319.80, p=.002) in the first trimester of 
their pregnancy than the women whose pregnancies resulted in the birth of a 
living baby. No significant differences were found with regard to somatization 
or obsessive-compulsive behavior. 
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Table 3.2. 
Reproductive Loss History for Women in Loss (n=227) and Comparison 
(n=213) Group. 
Loss Group, % 
Comparison 
Group, % 
No History 
of Pregnancy 
Loss 
58 
(n=132) 
81 
(n=172) 
History of 
Early 
Pregnancy 
Loss 
(<20 weeks) 
37 
(n=83) 
16 
(n=35) 
History 
of Perinatal 
Loss 
( > 20 weeks) 
5 
(n=12)1 
3 
(n=6)2 
The difference between the Loss and Comparison group reached significance 
according to x2-analysis (χ2=26.369, df=2, p = .000). 
'6 out of 12 women also had a history of early pregnancy loss. 
21 out of 6 women also had a history of early pregnancy loss. 
As more women in the Loss group had a history of reproductive loss, doubt 
and anxiety concerning the immediate pregnancy might have been caused by 
this history. This hypothesis was tested in a MANOVA analysis. As expected, 
part of the difference between the Loss and Comparison groups with regard to 
mental health in pregnancy could be explained by pregnancy loss history: 
women who earlier had experienced a pregnancy loss showed more symptoms 
of depression (F=4.482, df=l, 399, p=.035) and anxiety (F=4.703, df=l, 
399, p = .031) during pregnancy. However, when taking pregnancy loss history 
into account, the women in the Loss group still showed more mental health 
complaints during their pregnancy than those in the Comparison group 
(multivariate F=4.001, df=4, 3%, p=.003). This was specifically found on 
the aforementioned subscales of depression (F=4.710, df=l, 399, p = .031) 
and anxiety (F=7.613, df=l, 399, p=.006). 
Analytic Strategy 
The differences between both groups at the first assessment (the pre-test) 
have to be accounted for in the analysis of the post-loss/delivery mental health 
data. In the literature, there is considerable disagreement about the best way to 
do this. There are strong advocates for both change scores analysis and 
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regression of post-test on pre-test (for instance MANCOVA). Unfortunately, 
both strategies can easily yield conflicting results. Allison (1990) recommends 
use of both analytic strategies, and trusting only those conclusions that are 
consistent across methods. In this study, both a MANOVA of change scores 
and a MANCOVA of post-test scores with pre-test scores as covariates were 
used. Only those results that reached a significance level of .05 in both analyses 
were taken to be conclusive. The statistics derived from the change score 
analysis are reported here. 
The analyses were carried out at four points in an 18-month period. Each 
woman's individual score on each SCL-90 subscale at the beginning of 
pregnancy was used as a pre-test score. In both MANCOVA and MANOVA a 
two-way design was used, with 'history of reproductive loss' as the first factor 
and 'Loss group versus Comparison group' as the second. Common variance 
due to nonorthogonality of the design was attributed to the first factor, resulting 
in unique variance explained by the second. 
Results 
In Figure З.1., the differences with regard to mental health symptoms 
between the Loss and the Comparison groups are presented. 
The results that proved to be significant in both types of analysis are 
indicated with an asterisk. As hypothesized, women shortly following 
pregnancy loss (approximately 2,5 months), show more mental health 
symptoms than women who recently gave birth to live babies (multivariate 
F=18.431, df=4, 395, p=.000). The women who had experienced a loss show 
more symptoms of depression (F=54.054, df=l, 399, p = .000), anxiety 
(F=32.449, df=l, 399, p = .000), somatization (F=49.986, df=l, 399, 
p=.000), and obsessive-compulsive behavior (F=l 1.030, df=l, 399, p = .001). 
At six months the differences between the two groups are still substantial 
(multivariate F=3.843, df=4, 389, p=.004). Then, the women who have 
experienced a loss continue to show more symptoms of depression (F=7.558, 
df=l, 392, p=.006), anxiety (F=6.144, df=l, 392, p=.014), and 
somatization (F=13.099, df=l, 392, p=.000). At 12 and 18 months, the 
difference between the two groups with regard to mental health 
symptomatology no longer reaches the 5% significance level. At none of the 
assessments does the multivariate effect of the interaction between 'history of 
reproductive loss' and 'Loss group versus Comparison group' reach the 5% 
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significance level. 
When the effect of time since the loss has on forehand been partiaJled out, 
those women whose period of gestation has been relatively longer show more 
symptoms of depression (rp a m a l = .19, df=224, ρ = .004, one-tailed), anxiety 
(rpan.
a
i = -19, df=224, p = .005, one-tailed), somatization (rpar1ia, = .16, df=224, 
p = .014, one-tailed), and obsessive-compulsive behavior (rpania, = .18, df=224, 
ρ = .007, one-tailed) shortly following pregnancy loss. 
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Figure 3.1. 
Mean scores of women on SCL-90 subscales following pregnancy loss 
(n=227) or delivery (n=213) at assessment 1 (respectively 2.5 and 2 
month), assessment 2 (6 months), assessment 3 {12 months), and 
assessment 4 (18 months). 
P-values for differences between the Loss and Comparison group were 
calculated by means of MANCOVA with pretest as a covariate and MANOVA 
of change scores, and are indicated beneath the figures for each assessment. 
Note. * p<.05; **p<.01; a: Significant according to univariate F-test in 
MANCOVA and MANOVA; b: Significant according to univariate F-test in 
MANCOVA 
As can be seen in Figure З.1., the mental health of women who have 
experienced a pregnancy loss improves over time. The change score from 
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assessment 1 to assessment 4 shows a highly significant constant effect 
(multivariate F=28.851, df=4, 205, p=.000). The univariate F-ratios for all 
four subscales had p-values of .000. 
According to norm scores for women in the Dutch community (Arrindell & 
Ettema, 1986), the women in the Comparison group score within the expected 
norm percentage at all assessments, whereas the women in the Loss group 
score higher at the first and second assessments. Shortly following pregnancy 
loss, 35% of the women reached a (very) high score on the depression 
subscale, 22% on the anxiety subscale, and 27% on the somatization subscale. 
At six months, almost 26% of the women still scored (very) highly on the 
depression subscale. The women who still showed increased depressive 
symptomatology at one year, could be discriminated from those who did not 
have elevated depressive symptomatology by the length of their pregnancy 
(Walds' statistic=9.3013, df= 1,214, p=.0O2). 
The women in the Loss group were asked if they had sought psychiatric or 
psychotherapeutic care in order to be better able to cope with the loss. During 
the study period, only 3.1 % of the women (n=7) had received such care. 
Discussion 
In this paper, longitudinal data on mental health of women who have 
experienced a pregnancy loss is presented. A main finding was that mental 
health of women who have experienced a pregnancy loss, no longer differs at 
one year following the loss from mental health of women who gave birth to a 
live baby, and of women in the community. Most bereaved women seem to be 
able to regain their usual level of mental health in about a year without 
psychiatric or psychotherapeutic care. It should nevertheless be noted that the 
majority of the women in this study had experienced a relatively early 
pregnancy loss, before the twentieth week of gestation. In earlier research, it 
has been shown that grief intensity increases with the length of gestation 
(Cuisinier et al., 1993; Dyregrov & Matthiesen, 1987; Feeley & Gottlieb, 
1988-89; Janssen et al., 1992; LaRoche et al., 1982; Theut et al., 1989; 
Toedter et al., 1988). In our sample, this relation was confirmed although not 
strongly. Furthermore, the women who continued to show elevated depressive 
symptomatology at one year following the loss had been pregnant for a 
relatively longer period of time than the women who had recovered by that 
time. If more women having lost their baby later in pregnancy had been 
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studied, the percentage of women with a deterioration in mental health 
following such loss might have been higher than the percentage obtained here. 
Pregnancy loss is certainly a traumatic event. As hypothesized, women 
show more mental health complaints following pregnancy loss than following 
delivery of a live baby. Up to six months after the loss, they show more 
symptoms of depression, anxiety, and somatization, and, shortly following the 
loss, also show more symptoms of obsessive-compulsive behavior. Losing a 
baby appears to have a strong impact on women and severely affects their 
mental health in the first six months following the loss. At about one year, 
many of the bereaved women in our study were again pregnant and a few had 
already given birth to a live baby. 
Our finding that 35 % of the women in the Loss group scored (very) highly 
on the SCL depression subscale shortly following pregnancy loss, is comparable 
to that obtained by Neugebauer et al. (1992a). In our study, 26% of the women 
still scored (very) high on the depression subscale at six months, which is a 
relatively high percentage when compared to the results obtained by 
Neugebauer et al. (1992b) and by Clarke and Williams (1979). It must be 
noted, however, that the interviews in the study by Neugebauer et al. (1992b) 
were thought by the authors to have had a strong therapeutic effect for the 
women who had experienced a loss. Further, a response bias in the study by 
Clarke and Williams (1979) most likely accounts for the relatively low 
percentage of depressed women at the six month assessment. At that moment 
the non-response was more than twice as high for the more depressed at the 
initial assessment. Besides the depressive symptomatology that appeared to be 
evident in a substantial number of women following pregnancy loss, a high 
percentage of women also scored (very) high on anxiety (22%) and 
somatization (27%) shortly following pregnancy loss. 
It was also found that women with a history of reproductive loss showed 
more symptoms of depression and anxiety during their pregnancy than women 
who do not have such a history. It is important that caregivers are acquainted 
with the pregnancy loss history of pregnant women, in order to offer additional 
support during a subsequent pregnancy. 
Grief and depression have been closely associated in the bereavement 
literature. Freud (1946) was the first to address this issue. Although symptoms 
of depression form an essential aspect of grief, the two concepts do not 
completely coincide. In a study by Toedter et al. (1988), it was confirmed that 
there is more to grief than depression alone as only half of the variance in grief 
reactions could be explained by the SCL-90 depression subscale. It is now 
acknowledged that mental health symptoms other than those associated with 
Mental Health Following Pregnancy Loss 43 
depression may also be present in the mourning process (Middleton et al., 
1993; Shuchter & Zisook, 1993; Worden, 1991) and the results of the present 
study comfirm this line of thought. 
Although the SCL-90 is a valid measurement instrument, the question of 
how many women could actually be diagnosed as having a psychiatric disorder 
remains unanswered by this study. A more accurate indication of 
psychopathology would be gained by using a psychiatric interview in future 
research. According to out-patient clinic norm scores, at 2.5 months following 
pregnancy loss, almost 5% of the women in this study showed severe mental 
health symptomatology. However, only a few of the women in this study 
actually sought psychiatric or psychotherapeutic care in the months following 
the loss. It appears that, in Dutch society at least, the bereaved find the strength 
to cope with the loss either within themselves or in their social network and 
rarely seek specific psychiatric or psychotherapeutic care. 

PART II 
Pathological Grief Following Pregnancy Loss 

Chapter 4 
A Critical Review of the Concept of Pathological Grief Following 
Pregnancy Loss' 
Abstract 
It has often been suggested in the literature on pregnancy loss, that 
parents run a high risk of complicated or pathological grief as a 
result of the specific characteristics of such loss. What confuses 
the issue is that pathological grief has been defined in various 
ways. In the interest of improving professional care, it is 
important to ascertain how pathological grief manifests itself and 
which parents are most likely to have problems coping with 
pregnancy loss and therefore develop pathological grief reactions. 
Given the lack of clarity regarding the concept of pathological 
grief following pregnancy loss, this paper reviews empirical 
studies on pathological grief following pregnancy loss according to 
four subtypes derived from general bereavement literature: chronic 
grief, delayed grief, masked grief, and exaggerated grief. It can be 
concluded that in the first six months following pregnancy loss, 
psychological complaints, behavioral changes and somatic 
complaints are fairly common responses. Approximately 10 to 
15% of the women develop a psychiatric disorder during the first 
two years following such loss, and less than 10% seek specific 
psychiatric care. Parents often mourn the loss of their baby for 
more than a year; one in five women is unable to accept 
pregnancy loss after approximately two years. A delayed grief 
reaction occurs in about 4% of parents and seems to occur most 
often in men. It is suggested that developing pathological grief 
following pregnancy loss may be more uncommon than previously 
had been thought, and the long-held idea that parents run a higher 
risk of pathological grief following pregnancy loss seems partly to 
result from flaws in the empircal studies in this field. A large 
majority of women seem to be able to recover from pregnancy 
loss in due time, drawing on their own strength. 
The psychological impact of pregnancy loss on parents has long been a 
neglected subject of study. Research in this area began only two decades ago 
(Bourne, 1968; Giles, 1970; Kennell et al., 1970; Wolff et al., 1970). Contrary 
to earlier beliefs, it is now common knowledge that parents mourn their lost 
baby and that bereavement reactions resemble those observed in individuals 
who have lost a significant other. Following pregnancy loss, parents experience 
feelings of shock and disbelief (Cuisinier et al., 1990; Stierman, 1987), of 
1
 Paper accepted for publication in Omega: Journal of Death and Dying. Authors: 
H.J.E.M. Janssen, M.C.J. Cuisinier & C.A.L. Hoogduin. 
48 Pathological Grief Following Pregnancy Loss 
anger, guilt and intense distress (Benfield et al., 1978; Helmrath & Steinitz; 
Hildebrand & Schreiner, 1980). Such reactions as depressed mood, feelings of 
anxiety and irritability, sleeping and eating disturbances, lessened activity or 
apathy, and decreased self-respect are also often reported (e.g. Benfield et al., 
1978; Cullberg, 1972; Forrest et al., 1982; Harmon et al., 1984; Hildebrand & 
Schreiner, 1980; Stierman, 1987). All of these are considered to be quite 
normal grief reactions. However, many authors suggest that in a pregnancy loss 
there is a relatively high risk of complicated, disturbed or "pathological" 
mourning, due to the specific characteristics of this kind of traumatic event. 
Doka (1989), indicated that pregnancy loss was a socially unrecognized loss, 
and that therefore the loss could become "disenfranchised" and the grief 
complicated. Social support may be minimal or totally lacking since members 
of the social network often did not see the child, and particularly in the case of 
early miscarriage, may not even have known about the pregnancy (Condon, 
1986; Hall et al., 1987; Helmrath & Steinitz, 1978; Kirkley-Best & Kellner, 
1982; LaRoche et al., 1984; Leon, 1987; Phipps, 1981; Rando, 1991; Stack, 
1984). For the parents themselves, pregnancy loss lacks reality, since 
sometimes they did not even see the baby, and, particularly often in early 
pregnancy loss, no funeral or any other kind of memorial service is held 
(Condon, 1986; Day & Hooks, 1987; Hall et al., 1987; Kirkley-Best & 
Kellner, 1982; Leon, 1987; Nichols, 1989; Stack, 1984; Wassner, 1991). When 
parents lose their child, they also lose their fantasies about the baby and the 
future. Therefore, they have to deal with a "double" loss (Borg & Lasker, 
1988; Condon, 1986; LaFerla & Good, 1985; Leon, 1986b; Rando, 1991). The 
mother in particular may experience a loss of self-esteem, because she might 
feel that she has failed as both a woman and a wife (Forrest et al., 1982; 
Rando, 1991). The loss represents a second crisis, following upon the crisis of 
pregnancy itself where a happy ending had been expected (Condon, 1986; 
Keirse, 1989; Leon, 1990; Phipps, 1981). In most cases the loss is sudden and 
unexpected and therefore relatively difficult to deal with (Borg & Lasker, 1988; 
LaFerla & Good, 1985). Dealing with pregnancy loss can be further 
complicated by the fact that fathers and mothers grief differently following 
pregnancy loss (Black, 1991; Conway & Valentine, 1988; Kirkley-Best & 
VanDevere, 1986; Nichols, 1989; Rando, 1991). As the cause of the loss 
remains unknown in many cases, the mother may blame herself for the death of 
the baby and may experience strong feelings of guilt because she was the one 
who was carrying the child (Forrest et al., 1982; Phipps, 1985-86; Rando, 
1991; Wassner, 1991). 
Given the assumed relationship between a pregnancy loss and problematic 
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mourning, several researchers have sought to determine which parents may be 
particularly at risk of developing more complicated grief reactions. Some 
important predisposing factors have been found. These are increased pregnancy 
length, mental health symptomatology prior to the loss, poor physical health 
prior to the loss, poor social support prior to the loss, and low marital quality 
prior to the loss (e.g. Cuisinier et al., 1993a; Forrest et al., 1982; Janssen et 
al., 1992; Nicol et al., 1986; Toedter et al., 1988). Knowing these factors is 
important for professional care. Furthermore, it helps to identify at an early 
stage whether particular parents are at risk, and they could be offered extra 
support to prevent the development of disturbed reactions. There is, however, a 
major problem in that there seems to be no consensus as to what constitutes 
"normal" and what constitutes "pathological" mourning (Middleton, Raphael, 
Martinek, & Misso, 1993). As a consequence, researchers use a wide range of 
définitions and it remains questionnable how often pathological mourning 
following a pregnancy loss really occurs and which parents are indeed at risk of 
complicated reactions. Given this situation, it would seem worthwhile to review 
the literature in order to gain a more accurate insight into which reactions 
following pregnancy loss can be expected to be normal in the course of grief 
and which responses seem to indicate problems dealing with such a loss. 
In this paper, the following questions will be addressed: 1. How is 
pathological grief following pregnancy loss defined?, and 2. How often do 
parents develop pathological grief according to empirical studies on early 
pregnancy loss (miscarriage) and late pregnancy loss (stillbirth, perinatal loss, 
neonatal death)? In the discussion section of this chapter a more concordant 
definition of pathological grief following pregnancy loss will be suggested. 
Because the loss of a baby has much in common with the loss of a beloved 
older person, we will first discuss the relevant insights concerning normal and 
pathological grief from the general bereavement literature, before reviewing the 
pregnancy loss literature. 
General bereavement studies 
Studies into general bereavement have provided substantial knowledge on 
the process of mourning. As early as the nineteen-forties, Lindemann (1944) 
wrote on the characteristic grief reactions of bereaved individuals. Bowlby 
(1980) and Parkes (1970), and Kübler-Ross (1969), described common grief 
responses in terms of phases, or stages of grief. As the bereaved individual had 
to detach himself emotionally from the deceased, it was supposed that he or she 
had to work through all of the phases of grief before mourning was finally 
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resolved (Bowlby, 1980; Worden, 1991). Although this attachment theory and 
the model of grief derived from it is still found to be the most useful concept 
within bereavement research (Middleton et al., 1993), the stage model is 
nowadays more used as a tool for understanding the reactions the bereaved may 
experience. As Shuchter and Zisook (1993) summarize: 
"Grief is not a linear process with concrete bounderies but, rather, a 
composite of overlapping, fluid phases that vary from person to person. 
Therefore stages are meant to be general guidelines only and do not 
prescribe where an individual "ought" to be grieving in the grieving 
process" (page 23). 
Wortman and Silver (1989) even oppose the notion of 'having to live through 
the emotions following a loss' as, in their opinion, not all individuals grieve for 
a loss. 
With regard to the time needed for grieving, it used to be that the bereaved 
person was expected to recover from the loss "in a relatively short time". 
Peretz (1970) stated that normal grief could last up to six months or a year. 
Parkes (1965a) also mentioned six months as the usual grief period. Nowadays, 
more authors agree that the time needed to grieve differs from individual to 
individual, and therefore a standard duration is hard to define (Worden, 1991). 
It is thought that some individuals may continue to grieve endlessly over a loss 
(Shuchter & Zisook, 1993; Wortman & Silver, 1989). 
As it is more and more accepted that each individual can grieve over a loss 
in his own manner and at his own pace, the bounderies for those responses that 
are considered "normal" have become more flexible. It is therefore not 
surprising that there are no clear definitions of "normal" and "pathological" 
grief. According to Horowitz and his colleagues (Horowitz, Wilner, Marmar & 
Krupnick, 1980) the inability to adapt after a loss experience is termed 
pathological grief. Bowlby (1980) suggests that pathological grief distinguishes 
itself from healthy forms of grieving by the length of time during which grief 
persists and the extent to which mental functioning is influenced. The length of 
time which he considers to be normal is, however, not defined. Middleton et al. 
(1993) see an intensification or inhibition of the phenomena of normal 
bereavement, or a delay or prolongation of the processes of normal grieving, as 
indicative of pathological grief. It seems, then, that pathological grief reactions 
can be differentiated from normal responses to a loss by means of two axes; a 
'time axis' and an 'intensity axis'. 
Several subtypes of pathological grief have been suggested in general 
bereavement research. Four of these are: delayed grief, chronic grief, masked 
grief, and exaggerated grief. Experts working in the field of bereavement 
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believe the most readily in the existence of delayed grief and chronic grief 
(Middleton et al., 1993). In delayed grief, grief may be (almost) absent 
immediately following the loss and, as a consequence (re)appear to an excessive 
extent at a subsequent loss or at reminders of the former loss (Boume & Lewis, 
1984; Condon, 1986; Lindemann, 1944; Middleton et al., 1993; Parkes, 1965b; 
Peretz, 1970; Rando, 1991; Worden, 1991). The time-span prior to the 
appearance of grief reactions may range from several days (Parkes, 1965b) to 
several months (Peretz, 1970) or years (Lindemann, 1944). In chronic grief, 
reactions are of excessive duration and the grieving process is not worked 
through satisfactorily (Boume & Lewis, 1984; Bowlby, 1980; Condon, 1986; 
Middleton et al., 1993; Parkes, 1965b; Peretz, 1970; Rando, 1991; Worden, 
1991). Absent grief was the next subtype of pathological grief most often 
believed to exist by bereavement experts (Middleton et al., 1993). This is 
defined as a denial of feelings about the loss; the individual presents no external 
signs of grieving, and continues to act as though nothing has happened. Worden 
(1991) who refers to this type of pathological grief as 'masked grief, believes 
that, since the grief is repressed, it generally manifests itself in one to two 
ways: it is masked either as a physical symptom or through some type of 
maladaptive behavior. In both cases the bereaved does not connect these 
symptoms with the loss experience (Worden, 1991). The term 'masked grief is 
used in this paper to draw a clearer distinction from delayed grief. Opinions are 
divided on the existence of other subtypes of pathological grief (Middleton et 
al., 1993). There are those who label as "pathological grief" psychiatric 
disorders such as a clinical depression when they follow a loss (Stroebe & 
Stroebe, 1993; Worden, 1991). Worden (1991), who refers to the development 
of a psychiatric disorder following a loss as exaggerated grief, also includes 
anxiety disorders, Post-traumatic Stress Disorder (PTSD), and substance-abuse 
disorder. 
Pregnancy loss research 
Researchers in the field of pregnancy loss have determined their own 
criteria for differentiating "pathological grief" from "normal" grief. Table 4.1., 
included at the end of this chapter, provides an overview of empirical studies 
on pregnancy loss, and the definitions used for pathological grief. 
The empirical studies in the field of pregnancy loss will be discussed in 
relation to the four subtypes of pathological grief mentioned above: delayed, 
chronic, masked, and exaggerated grief. 
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Defining and assessing pathological grief following pregnancy loss 
Since delayed grief can only be assessed after a relatively long time, it has 
received relatively little attention. The majority of studies (Cuisinier et al., 
1990; Lasker & Toedter, 1991; Stack, 1980) present no clear criteria with 
regard to the 'time-axis' of the course of grief. A problem concerning this kind 
of grief is that an absence of responses shortly following a loss may indicate 
feelings of denial and shock, i.e., the first stage of grief which could last from 
a few hours to a week or more (Bowlby, 1980). LaRoche et al. (1982) seem to 
confuse delayed grief with an absence of response as a result of shock, since in 
their definition, "delayed grief" was marked by an onset of responses within 3 
months after an absence of response immediately following the loss; and this, 
they termed "pathological". 
Several researchers have studied chronic grief, but definitions of "chronic" 
vary. Turner et al. (1991), considered grief reactions after 1 month following 
miscarriage as prolonged. As the normal course of grief is expected to last for 
at least six months to a year, these responses can hardly be considered chronic 
reactions to pregnancy loss. A time frame of about a year as a normal grief 
trajectory following pregnancy loss was used in two studies (Rowe et al., 1978; 
Lasker & Toedter, 1991), and in only one study were intense grief responses in 
the first two years following pregnancy loss considered to be a normal response 
to the loss (Cuisinier et al., 1990). 
Sometimes the "replacement child syndrome" (Cain & Cain, 1964; 
Poznanski, 1972) is mentioned in connection with pregnancy loss (e.g. Bourne 
& Lewis, 1984; Oglethorpe, 1989). This syndrome could be regarded as a 
masked grief reaction, as grief is repressed and the feelings of emptiness 
engendered by the loss of the baby are assuaged by the birth of another child 
(Poznanski, 1972). Moreover, the subsequent child is idealized in a way which 
could be regarded as a maladaptive behavior, one of the key signs of masked 
grief (Worden, 1991). In two studies the "replacement child syndrome" is used 
as a possible indicator of pathological grief (Laurell-Borulf, 1982; Lewis & 
Page, 1978). In these studies an overidealization of the dead infant and not 
seeing the subsequent child as a separate individual are used as key signs of 
pathological grief. In some studies, maladaptive behavior such as being socially 
immobilized (Clyman et al., 1980; Forrest et al., 1982; Hunfeld et al., 1993; 
Laurell-Borulf, 1982; Nicol et al., 1986; Smith & Borgers, 1988-89; Tudehope 
et al., 1986), or somatic complaints (Forrest et al., 1982; Hunfeld et al., 1993; 
Nicol et al., 1986; Smith & Borgers, 1988-89) are used as indicators of 
pathological grief. These reactions could also be considered as forms of masked 
grief (Worden, 1991); since they result from the loss of the baby, these might 
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both be seen as indirect ways of expressing repressed grief. As maladaptive 
behavior or physical symptoms also form part of the normal course of grief 
(Shuchter & Zisook, 1993), they should only be considered pathological if these 
reactions are present, but the bereaved is unable to connect them with the loss 
(Worden, 1991). This criterion was not included in the definitions of 
pathological grief in the empirical studies. 
Psychiatric symptoms are often looked to as an indication of "pathological 
grief" or exaggerated grief. Throughout the empirical studies, however, 
opinions vary as to the moment when responses have become so intense that 
they can no longer be considered a normal response to a loss. In some studies, 
the presence of psychological symptoms is used as an indicator of pathological 
grief (Cullberg, 1972; Forrest et al., 1982; Laurell-Borulf, 1982; Murray & 
Callan, 1988; Nicol et al., 1986; Smith & Borgers, 1988-89; Tudehope et al., 
1986), whereas in others only a psychiatric disorder is considered pathological 
(Friedman & Gath, 1989; Hunfeld et al., 1993; LaRoche et al., 1984). Some 
researchers employ the criterion of seeking psychiatric or psychotherapeutic 
treatment following pregnancy loss as an indication of pathological grief 
(Benfield et al., 1978; Helmrath & Steinitz, 1978; Kennel et al., 1970; Wolff et 
al., 1970). 
In conclusion, the subtypes of pathological grief which are more frequently 
studied are chronic grief and exaggerated grief. In reviewing the definitions 
used for chronic grief, it becomes obvious that researchers have different views 
with regard to the normal time course of grief following pregnancy loss, and in 
general parents are expected to get over the loss in a relatively short time. A 
similar variety of views is found when one looks at the intensity of responses 
within the definitions of exaggerated grief. Psychological complaints are seen 
by some as a pathological response, whereas these might more easily indicate 
that pregnancy loss is a significant life event that, for a time, evokes a mental 
imbalance. In a few studies, the response was termed pathological if a 
psychiatric disorder had developed as a result of pregnancy loss. Delayed grief 
has been investigated only incidentally, and it is amazing that the absence of 
reactions only in the first weeks following a loss is sometimes considered 
pathological. As far as masked grief is concerned, the "replacement child 
syndrome" has received little empirical attention, and although physical 
symptomatology and maladaptive behaviors have been more widely studied, it 
remains unclear as to whether they do indeed result from the previous 
repression of grief and really do indicate pathological grief. In general, there is 
no consensus on definitions. 
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Findings related to pathological grief 
In the first year following miscarriage or perinatal loss, approximately 20 to 
30% of women have been found to show "pathological" grief (Rowe et al., 
1978; Turner et al., 1991; Zeanah, 1989), which, according to the definitions 
employed in those studies, can be classified under the chronic subtype of 
pathological grief. After two years 20% of the women still indicated that they 
had not been able to accept the miscarriage or stillbirth (Cuisinier et al., 1990). 
Delayed grief was thought to be present in 4% of women following either 
miscarriage or stillbirth (Cuisinier et al., 1990). In 13.2% of the parents, 
mainly men, a delayed response was found at 2 years following pregnancy loss 
(Lasker & Toedter, 1991). 
In the masked subtype of pathological grief, no conclusion can be drawn 
with regard to the occurrence of the "replacement child syndrome". An 
impairment in social functioning or somatic complaints are found in 
approximately 20 to 30% of men and women within the first six months 
following neonatal loss (Clyman et al., 1980; Hunfeld et al., 1993), but it is not 
certain whether these reactions can be regarded as pathological since it is not 
known whether they occurred as a result of repressing grief. 
With regard to exaggerated grief, around 30% to 50% of men and women 
show psychological complaints such as feelings of depression and anxiety 
within the first year following perinatal loss (Forrest et al., 1982; Tudehope et 
al., 1986). After a year this percentage drops to approximately 10% (Forrest et 
al., 1982; LaRoche et al., 1984), or to 20 to 30% (Cullberg, 1972; Nicol et 
al., 1986). In one study, women's grief was examined 12 to 14 years following 
stillbirth (Laurell-Borulf, 1982). After this time 31% of the women still 
evidenced severe psychological complaints. Around 10 to 15% of the women 
who had experienced a perinatal loss met the criteria for a psychiatric disorder 
in the first two years following the loss (Hunfeld et al., 1993; LaRoche et al., 
1984). Women rarely seek psychiatric care following perinatal loss; fewer than 
6% of women asked for this during the first year following neonatal death 
(Benfield et al., 1978; Helmrath & Steinitz, 1978; Kennell et al., 1970), and 
around 4% asked for it within the first three years following stillbirth (Wolff et 
al., 1970). In these studies most women who had previously received 
psychiatric care, needed it again after the loss of their child. 
Of the studies on the psychological impact of miscarriage (Friedman & 
Gath, 1989; Garel et al., 1992; Jackman, McGee & Turner, 1991; Naor, 
Assael, Pecht, Trainin & Samuel, 1983; Neugebauer et al., 1992a; Neugebauer 
et al., 1992b), only one (Friedman & Gath, 1989), terms a strong psychological 
response as "pathological". It has been reported that, within the first six months 
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following miscarriage, around 30 to 50% of women show severe depressive 
symptomatology or symptoms of anxiety (Jackman et al., 1991; Naor et al., 
1983; Neugebauer et al., 1992a; Neugebauer et al., 1992b). Approximately half 
of the women could be diagnosed as having a psychiatric disorder within the 
first three months following miscarriage (Friedman & Gath, 1989; Garel et al., 
1992). 
Before discussing the results, the design characteristics of the studies on 
pregnancy loss are first critically reviewed in the next section, as they might 
explain differences in results. 
Design characteristics of the studies on pregnancy loss 
Studies on pregnancy loss conducted in the seventies and early eighties are 
characterized by relatively small sample sizes, often of less than 50 subjects 
(Kennell et al., 1970; LaRoche et al., 1982; LaRoche et al., 1984; Rowe et al., 
1978). Although some later studies, in particular those conducted the most 
recently, have used larger samples (Lasker & Toedter, 1991; Smith & Borgers, 
1988-89), the frequent use of small samples, together with the fact that 
respondents are often not randomly selected, limits the generalizability of the 
results. For example, in the study by LaRoche et al. (1982; 1984) half of the 
original research sample had dropped out by the follow-up assessment and were 
replaced by newly recruited women. Others have recruited parents by means of 
newspaper announcements (Cuisinier et al., 1990) or support groups (Murray & 
Callan, 1988; Nicol et al., 1986; Smith & Borgers, 1988-89). It is highly likely 
that, in groups formed thus, the number of parents found to evidence 
pathological grief would exceed the number that might be found in a randomly 
selected group. In future research, more attention will have to be paid to 
recruitment procedures. 
Another shortcoming is that meager use is made of comparison groups 
consisting of women who are pregnant or who have given birth to a living 
baby. As the transition to parenthood can be also stressful (e.g., Cutrona, 1982; 
Elliott et al., 1983; Romito, 1989), comparison designs should be advocated in 
order to gain information focused on the impact of pregnancy loss. Only a few 
studies which were not specifically concerned with pathological grief have used 
comparison group designs (Clarke & Williams, 1979; Janssen, Cuisinier, 
Hoogduin & de Graauw, 1995a; Neugebauer et al., 1992a; Neugebauer et al., 
1992b; Thapar & Thapar, 1992). 
Although grief is a process and reactions change over time, repeated 
assessments of grief are only seldom carried out. The majority of studies 
include only one assesment of grief (Benfield et al., 1978; Clyman et al., 1980; 
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Cuisinier et al., 1990; Cullberg, 1972; Friedman & Gath, 1989; Kennell et al., 
1970; Laurell-Borulf, 1982; Murray & Callan, 1988; Nicol et al., 1986; Rowe 
et al., 1978; Smith & Borgers, 1988-89; Tudehope et al., 1986). In the future 
in order to gain more knowledge on the course of grief following pregnancy 
loss, longitudinal studies with repeated assessments of grief, covering a 
relatively long period of time, should be conducted. 
Discussion 
Research on grief following pregnancy loss is characterized by different 
methodological shortcomings. A major shortcoming, however, is that 
pathological grief is neither well defined nor measured. Based on the general 
bereavement literature, empirical studies on pathological grief following 
pregnancy loss were reviewed on the basis of four subtypes of pathological 
grief: chronic, delayed, masked and exaggerated grief. 
With regard to chronic grief reactions, the main issues are how long grief 
reactions can continue before they are considered to be abnormal and they 
might be seen as an indicator of pathological grief. An examination of the 
findings of studies on long-term grief following pregnancy loss reveals that 
parents are expected to get over the loss of their baby relatively quickly. What 
is also apparent, however, is that many women have not worked through their 
grief by the end of the first year. The more liberal view that grieving will last 
for one to two years after a pregnancy loss is more appropriate. This will be 
particularly true where the loss occurs later in the pregnancy. There is little real 
long-term research into chronic grief. It is sometimes reported that around 20% 
of women show chronic grief reactions, but this figure is derived from 
relatively short-term research, i.e., within a year (eg Rowe et al., 1978). The 
issue of long-term grieving in women following pregnancy loss has to be 
addressed further in future research. 
From the few studies on delayed grief following pregnancy loss, it seems 
that this type of grief is apparent in only a small minority of women following 
such a loss. It might also be cautiously concluded that men are more prone to 
delayed grief than women. A delayed grief reaction is, however, empirically 
hard to identify. A small percentage of parents do not show any reaction to the 
loss at all. Although these parents are believed to repress feelings, it might be 
that they are not emotionally moved by the loss (Wortman & Silver, 1989), or 
feelings have already subsided after a few days. 
No firm conclusions can be drawn on the existence of the subtype of 
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pathological grief known as "masked grief". In the first six months following 
pregnancy loss, women evidence somatic complaints and behavioral changes, 
but none of the studies showed conclusively that parents had developed 
behavioral changes or somatic complaints as a consequence of repressing grief. 
There was no evidence, therefore, of masked grief in the sense put forward by 
Worden (1991). It seems more likely that in the first months following 
pregnancy loss, a number of parents exhibit somatic complaints and an 
impairment in social functioning as a normal reaction to the loss. It may be that 
some parents do indeed develop masked grief reactions, but it cannot be 
ascertained with any degree of certainty how often this occurs. 
The incidence of exaggerated grief varies markedly, depending on the 
criteria used and the time of assessment. The studies that have examined the 
presence of a psychiatric disorder in women following pregnancy loss have 
shown that around 10 to 15% of the women meet the criteria for a psychiatric 
disorder. From the scant research that has been carried out into the proportion 
of women who seek specific psychiatric support following pregnancy loss, it 
emerges that this applies to only a small minority, less than 10% of the women. 
It is however possible to draw some tentative conclusions from the information 
obtained. Most of the women who did so had received it earlier in life. It 
would seem that a pregnancy loss cause such severe stress to parents that it can 
trigger the recurrence of mental health problems (Horowitz et al., 1980). 
Psychological complaints would seem to be fairly common among women 
following pregnancy loss. Depressive symptomatology is particularly common 
in the first six months, which is not surprising since grief and depression are 
very much linked (David, 1970; Freud, 1946). From the empirical studies in 
which psychological reactions were not labeled as pathological grief responses, 
it also appears that a substantial number of women (approximately 30 to 50%) 
develop severe depressive symptomatology in the first six months following 
miscarriage. 
Taking altogether the findings of the empirical studies on pregnancy loss, it 
can be concluded that severe psychological complaints or behavioral changes 
and somatic complaints are fairly common responses in the first six months 
following pregnancy loss, since they are present in approximately 20 to 50% of 
women and men. A psychiatric disorder seems to be less common since only 
about 10 to 15% of the women develop such a disorder during the first two 
years following perinatal loss, and less than 10% of women seek specific 
psychiatric care. After two years, one in five women report that they have not 
been able to accept the loss. Delayed grief occurs in around 4% of the parents 
following pregnancy loss and seems to occur more often in men than in 
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women. It must, however, be noted that these figures would have been lower if 
the definitions of pathological grief had been more stringent and the designs of 
the studies more rigorous. 
For research purposes, and on the basis of this review, we would like to 
suggest a more narrow definition of pathological grief following pregnancy 
loss. We suggest that when parents still show great difficulty accepting the loss 
after one and a half to two years, this might be viewed as a chronic grief 
response. Another symptom of difficulty in handling the loss would be if 
parents feel themselves to be in need of professional care because of the loss. 
Depressive reactions, somatic complaints and an impairment in social 
functioning in the first six months following pregnancy loss do not seem to be 
uncommon. A psychiatric mood disorder according to the DSM-IV criteria 
could, however, be an indication of an extreme response. Evidence of other 
psychiatric disorders such as anxiety disorder, Post-traumatic Stress Disorder or 
substance-abuse disorder according to DSM-IV, could be an indication of an 
exaggerated grief response, whilst showing a delayed reaction to pregnancy loss 
after two years could be an indication of pathological grief. 
Future research should be aimed at looking for the key signs of a 
problematic outcome after a loss experience. Stronger designs in which 
repeated assessments are taken over a period of two years or even longer after 
the loss should be advocated. Making use of a comparison group design might 
be helpful in distinguishing psychopathology that develops as a result of the loss 
experience from that which results from the normal transition to parenthood. 
Other psychiatric disturbances following pregnancy loss also have to be studied. 
For example, Post-traumatic Stress Disorder has not yet been empirically 
studied in relation to pregnancy loss, although Condon (1987) has already noted 
similarities in the reactions a woman showed following pregnancy loss and the 
criteria for this disorder. 
Research has often concluded that a relatively large number of women seem 
to be at risk of a problematic outcome following pregnancy loss. This 
conclusion is partly a result of flaws in the empirical studies in this field. If a 
more narrow and more concordant definition of pathological grief following 
pregnancy loss was employed the percentage, of parents evidencing pathological 
grief would very likely be substantially lower than those so far reported. 
Probably only a small minority of women (perhaps around 10 to 15%) are 
actually at risk of developing psychiatric disturbances following pregnancy loss. 
Although the impact of a pregnancy loss has long been underestimated, and it 
now seems clear that women in particular may be greatly affected 
psychologically by pregnancy loss and may in fact show psychiatric symptoms 
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during the first six months, most women seem to be able to recover from a 
pregnancy loss in the course of time, drawing on their own strength. However, 
some parents might need bereavement counselling to guide them through the 
grief process in order to prevent complicated grief reactions. In some cases 
specialized professional care will be needed to help the parents work through 
grief and enable them finally to accept the loss of their baby. 
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Chapter 5 
Indications for Complicated Grief Reactions 
Following Pregnancy Loss' 
Abstract 
Background: This paper adresses the subject of complicated grief 
following pregnancy loss. Method: The presence of a Post­
traumatic Stress Disorder (PTSD) is used as an operationalization 
of complicated grief, and is investigated in 227 women, assessed 
four times over a period of 18 months following pregnancy loss. 
The relationship between PTSD and grief intensity, measured 
using the Perinatal Grief Scale, is investigated. Results: 14% of 
the women met the DSM-III-R criteria for PTSD at least once 
during the study. The presence of the disorder shortly following 
the loss related to length of gestation. The Perinatal Grief Scale 
was found to show sufficient discriminant ability in recognizing 
women with PTSD. Conclusions: A psychiatric disorder such as 
PTSD appears to be present in a substantially high number of 
women following pregnancy loss, compared to community norms. 
However, compared to what could be expected from the literature 
on complicated grief following pregnancy loss, the percentage of 
women showing PTSD is relatively small, and the vast majority of 
women seem to have the strength to overcome the loss on their 
own. Those women who evidence PTSD also show intense grief 
reactions rated on the Perinatal Grief Scale, and might be the ones 
who are most at risk of developing long-lasting complaints. 
Research indicating grief reactions in parents following pregnancy loss 
(Bourne, 1968; Kennell et al., 1970; Giles, 1970; Wolff et al., 1970), 
challenged the prevailing view that pregnancy loss was an insignificant event. 
Indeed, up to that point, this had been a neglected area of study. Subsequendy, 
however, parents who lost their baby through miscarriage or perinatal death 
received more attention; specific questionnaires directed at parental grief 
reactions were developed and applied (Theut et al., 1989; Toedter et al., 1988; 
Potvin et al., 1989). It became apparant that, as a result of the specific 
circumstances of pregnancy loss, the mothers in particular may have difficulty 
in dealing with the loss, and are at a relatively high risk of developing 
psychological complaints. This is in contrast to other types of bereavement, for 
example conjugal bereavement, where men appear to be at a higher risk of a 
problematic outcome (Stroebe & Stroebe, 1987). Grief disturbances are 
reported to be present in 20 to 30% of the women in the first year following 
'Paper, submitted to the American Journal of Orthopsychiatry. Authors: H.J.E.M. 
Janssen, M.C.J. Cuisinier, C.A.L. Hoogduin & С.P.H.M. de Graauw. 
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perinatal loss (Zeanah, 1989). The number of women who show grief 
disturbances following miscarriage is not known, although the number is 
expected to be less high. To the present day, however, definitions differ 
regarding which reactions following a loss can be seen as healthy grief 
responses, and which reactions have to be considered pathologic (Condon, 
1986; Janssen, Cuisinier & Hoogduin, 1995; Lasker & Toedter, 1991). The 
presence of a psychiatric disorder following a loss seems to be the most clear 
indication of complicated grief (Worden, 1991). 
Although as early as 1987 Condon had noticed similarities between the 
reactions women showed following pregnancy loss and the Post-traumatic Stress 
Disorder (PTSD), this disorder has not been studied in relation to pregnancy 
loss until more recently. 
The study presented here was designed to answer the question of how many 
women show a Post-traumatic Stress Disorder following pregnancy loss, 
according to the DSM-III-R criteria (A.P.Α., 1987) which state that symptoms 
both concerning persistent reexperience, avoidance and increased arousal have 
to be present. The study also investigates whether women showing complicated 
grief, in the sense that PTSD is present, evidence relatively stronger grief 
intensity measured using the Perinatal Grief Scale (PGS; Toedter et al., 1988; 
Potvin et al., 1989). It was hypothesized that the women showing PTSD could 
be expected to also show a relatively high score on the PGS, especially on the 
two subscales 'Difficulty Coping' and 'Despair', which are supposed to assess 
complicated grief. This is in contrast to the first subscale 'Active Grief, which 
gives an indication of acute, uncomplicated mourning (Lasker & Toedter, 
1991). 
Method 
Study design 
Women in the first 12 weeks of gestation were invited to participate in the 
study through the medium of a popular family magazine. 2,140 women enrolled 
and were immediately sent a first questionnaire. By the end of the sixth month 
of pregnancy, and at a time expected to be one month following delivery, they 
again received a questionnaire. At every assessment, the woman was asked to 
inform the researchers if pregnancy had ended in a miscarriage or a perinatal 
loss. Where that was the case, the woman was included in a loss sample and 
received specific questionnaires directed at the emotional impact of the loss. In 
addition to a first loss questionnaire, received at a mean time of 2.5 months 
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post-loss, a second loss questionnaire was sent at six months, a third at one 
year, and a last at one and a half years following pregnancy loss. This paper 
presents data collected from women who experienced a pregnancy loss. 
Measures 
Socio-demographic and reproductive history characteristics were assessed 
using the first questionnaire administered during pregnancy. Grief intensity was 
measured using the PGS, short form (Potvin et al., 1989), which was included 
in the four post-loss questionnaires. The PGS consists of 33 Likert-гуре items, 
the answers to which vary from 'strongly agree' to 'strongly disagree' on a 5-
point scale. In the Dutch version of the PGS the items are reverse-scored, with 
a high score reflecting intense grief reactions. The reliability of the PGS short 
form has been shown to be excellent for both the original English version 
(Potvin et al., 1989), and the Dutch version (Cuisinier et al., 1992). In the 
latter, Cronbach's-α ranged from .96 for the total scale score, to .88 for the 
first subscale 'Active Grief. Based upon the DSM-III-R criteria for PTSD, a 
set of items was included at all four post-loss assessments (see Appendix 5.1.). 
Some of the items were developed for the purposes of this study and had 
Likert-type answering scales similar to those of the PGS. Some items were 
derived from the Dutch version of the Symptom Checklist (SCL-90; Derogatis, 
1977; Arrindell & Ettema, 1986), though the entire SCL-90 was included in all 
four post-loss assessments. The three most positive response options for the 
SCL-90 items ('extremely', 'quite a bit', and 'moderately'), and the two most 
positive response options for the specifically developed items ('strongly agree' 
and 'agree') indicated the presence of a symptom. Only those women who met 
the DSM-III-R criteria for PTSD were labelled as having a Post-traumatic 
Stress Disorder. However, the last DSM-III-R criterion for PTSD, in which it 
is stated that symptoms should have been present for at least one month, was 
not included in this decision process, since a retrospective, and probably 
inexact, assessment would then have been required. 
Sample description 
Almost 11% of the original sample of 2,140 pregnant women experienced a 
pregnancy loss (N=227). For most of these women (91%), this was an early 
pregnancy loss, before the twentieth week of gestation (M = 12.82; sd=6.43). 
The women in the study made up a diverse group as far as socio-
demographic and reproductive history characteristics were concerned. They 
varied in age from 19 to 41 years (M=29.22). Most women (97%) were 
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married or were living in a steady relationship with their partner. 19% of the 
women had achieved a basic level of education, 44% had enjoyed a further 
level of education, and 37% had achieved an advanced level of education. One 
third of the women (32.6%) did not have any children at the time they entered 
the study, while 27% had two or more children. For 21% of the women this 
was their first pregnancy; earlier in life, 37% of the women had experienced a 
miscarriage and 5% a perinatal loss. Most of the women (88%) had planned 
this pregnancy. 
During the study, 94% of the women who had experienced a loss 
completed all four post-loss questionnaires. Reasons for drop-out were: non-
response (n=6), finding completing the questionnaire too emotional (n=3), 
finding that the loss played an insignificant role in their lives (n=3), or having 
moved without notifying the researchers (n=2). No significant differences were 
found between the women who dropped out of the study and the women who 
completed all four post-loss questionnaires with regard to several demographic 
variables such as age, marital status, education, and number of living children. 
Nor was a significant difference found between these two groups with regard to 
having a history of early pregnancy loss (χ2 = 1.98; ρ=.159) or perinatal loss 
(χ*= .103;p = .75). 
Data analysis 
In a first analysis, the percentages of women meeting the DSM-III-R 
criteria for Post-traumatic Stress Disorder on the four post-loss assessments 
were calculated and patterns in the presence of PTSD were explored. In a next 
step, the correlation between PTSD and grief intensity rated on the PGS was 
computed. By means of a cross-validation approach in discriminant analysis, the 
discriminant function for the Post-traumatic Stress Disorder was calculated on a 
random half of the total sample (analysis sample). Each of every individual 
woman's PGS assessments was included as a separate observation, giving a 
total number of 878 observations. Validation of the discriminant function was 
computed on the other half of the total sample, the validation sample (n=410). 
Prior probabilities had been based upon the percentage of women meeting 
PTSD criteria in this study. Based upon the discriminantscore, a cut off point 
on the PGS total score was established for discriminating between the absence 
or presence of PTSD in women following pregnancy loss. 
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Results 
The occurrence of Post-traumatic Stress Disorder in women following 
pregnancy loss is presented in Table 5.1., including the characteristic aspects of 
PTSD: reexperiencing, avoidance, and increased arousal. 
Table 5.1. 
Percentages of Women Meeting the DSM-III-R citeria for Post-traumatic 
Stress Disorder at 2.5, 6, 12, and 18 Months Following Pregnancy Loss. 
Post-traumatic 
Stress 
Disorder 
(DSM-III-R) 
Reexperience 
Avoidance 
Arousal 
2.5 Months 
(N=227) 
10 
54 
13 
22 
6 Months 
(N=222) 
5 
46 
9 
16 
12 Months 
(N=216) 
4 
38 
6 
13 
18 Months 
(N=213) 
1 
28 
3 
12 
It was found that 10% (n=23) of the women at the first assessment showed 
Post-traumatic Stress Disorder. Taking into account the last DSM-III-R 
criterion for PTSD, which states that symptoms should have been present for at 
least one month, a more strict procedure would be to exclude from the analysis 
those women who had filled out their questionnaires within one month 
following the loss. If this was done, then 9% (n=17) of the 198 women would 
still meet the PTSD criteria at the first assessment. At 6 and 12 months the 
percentage of women evidencing PTSD, dropped to 5% (n=12) and 4% (n=9) 
respectively. At 18 months following the loss, the point prevalence of PTSD 
was 1% (n=3). Considering that the weighted 6-month prevalence of PTSD in 
a large U.S. community sample was .44% (Davidson et al., 1991), the 
percentage of women evidencing PTSD following pregnancy loss is elevated 
above community norm. 
Table 5.2. gives the time of onset and recurrence of PTSD at the four post-
loss assessments. It was found that 14% of the women meet the criteria for 
PTSD at least once during the study. Not surprisingly, the highest percentage 
of women evidenced PTSD only shortly following the loss (7.1%). A 
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substantial number of women (n=12 or 5.8%) evidenced the disturbance more 
than once during the study; 4 women meet the criteria at at least three points. 
When looking at the relationship between mean length of gestation and PTSD, 
it was found that the presence of PTSD at 2.5 months appeared to be related to 
a relatively longer period of pregnancy (r=.24; ρ = .000). Furthermore, there 
was a tendency in the same direction at six months (r=.10; p=.066). No 
significant relationship was found between gestational age and PTSD at one 
year, or at one and a half years. 
Table 5.2. 
Patterns of PTSD at the four Post-Loss Assessments: 
Percentage and Number of Women Evidencing PTSD. 
Assessment Percentage of Women (n) 
I 
0 
+ 
+ 
+ 
+ 
+ 
0 
0 
0 
0 
II 
0 
0 
+ 
+ 
+ 
0 
+ 
+ 
+ 
0 
III 
0 
0 
0 
+ 
+ 
0 
0 
+ 
+ 
+ 
IV 
0 
0 
0 
0 
+ 
+ 
0 
0 
+ 
0 
85.7 
7.1 
1.9 
1.0 
.5 
.5 
.5 
1.4 
.5 
1.0 
(180) 
(15) 
(4) 
(2) 
(1) 
(1) 
(1) 
(3) 
(1) 
(2) 
Note. 0 = PTSD not present at assessment 
+ = PTSD present at assessment 
Number of cases missing: 17 
In addition, it was found that women who evidenced PTSD showed 
stronger grief intensity on the total PGS (r=.50; p=.000), as well as on the 
three subscales 'Active Grief (r=.43; p=.0O0), 'Difficulty Coping' (r=.51; 
p=.000), and 'Despair' (r=.47; p=.000). 
Grief intensity, assessed using the three subscales of the PGS, appeared to 
be a good measure for discriminating between the presence or absence of 
PTSD: 96.59% of the observations from the validation sample (number of 
records = 410) were correctly classified (see Table 5.3.) 
After correcting for the percentage of good classifications to be expected on 
the basis of chance (90.28), almost two third of the observations (64.87%) were 
correctly classified (Kappa; Cohen, 1960). The percentage of "grouped" cases 
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incorrectly classified as having PTSD (false positives) appeared to be low in the 
validation sample (1.8%). However, the percentage of "grouped" cases 
incorrectly classified as not having PTSD (false negatives), was 33.3% in the 
validation sample. As a consequence, the positive predictive value (PPV, 
probability that a screened positive is an actual case; Williams, Hand & 
Tarnopolsky, 1982) of the PGS was not very high (PPV = .67). This however, 
is not surprising as the PGS was not specifically developed to diagnose PTSD. 
Furthermore, the number of observations in which PTSD was present was low 
in this study, i.e., 5%. Williams et al. (1982) have shown that with a 
prevalence below 20%, the positive predictive value of a scale decreases 
sharply. 
Table 5.3. 
PTSD Classification Results for Number of Records in the Validation 
Sample (n=410). Discriminant Function is based upon the Three Subscales 
of the PGS. 
Actual Group N Predicted Group Membership 
0 + 
0 389 382' 7" 
(98.2%) (1.8%) 
+ 21 Τ 14" 
(33.3%) (66.7%) 
Percent of "grouped" cases correctly classified (Po): 96.59% 
0 = PTSD not present; + = PTSD present 
Prior Probability for PTSD was 5%. 
Sensitivity (Se) = d/(c+d) = 14/(7 + 14) = .67 
Specificity (Sp) = a/(a+b)= 382/(7 + 382) = .98 
Positive Predictive Value (PPV) = d/(b+d) = 14/(7 + 14) = .67 
Kappa = (Po - Pe)/(1-Pe) = 64.87% 
(Pe = Expected percentage correct classifications based upon chance = 90.28%) 
With regard to the three subscales of the PGS, the subscale 'Difficulty 
Coping' appeared to have the highest correlation with the discriminant function 
of PTSD (r=.97), together with 'Despair' (r=.92), while the correlation for 
'Active Grief was somewhat lower (r=.73). This is in line with the 
expectation, since this subscale is intended to measure acute, uncomplicated 
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grief. The discriminantscore, which within the discriminant analysis 
discriminated between the absence or presence of PTSD, corresponded with a 
total score of 105 or more on the PGS. 
Discussion 
A substantial number of women, 14%, met the DSM-III-R criteria for 
PTSD at least once during the first 18 months following pregnancy loss. 
Shortly following the loss, 10% of the women met the criteria. At 18 months, 
1% (n=3) of the women met the PTSD criteria. Although a substantial 
percentage of women met the PTSD criteria at least once during the study, the 
number is not as high as might be expected from the literature, where 
'disturbed mourning' is usually more frequently reported. Most likely, the 
criterium for PTSD applied in this study is more stringent than the criteria in 
earlier studies. 
A shortcoming of this study was that PTSD was not clinically confirmed. 
Neither were women asked whether the symptoms constituting this syndrome 
had been present for one month or more. At the first assessment in particular, 
the reported percentage might be an overestimation of the real percentage of 
women suffering PTSD. It seems likely that those women who show symptoms 
at the later assessments have been experiencing these symptoms for more than 
one month. Overall, however, the percentage of women evidencing PTSD in 
this study will most likely be higher than the actual percentage obtained from a 
psychiatric interview. In future research this issue should be more carefully 
addressed. 
The women in this study who developed Post-traumatic Stress Disorder 
showed relatively high grief scores on the Perinatal Grief Scale. For the Dutch 
situation a total PGS score of 105 seems to be a suitable cut off point for 
identifying women who suffer from PTSD. However, researchers in other 
countries should establish their own cut off point, as PGS scores in American 
and Australian samples appear to be higher than those in Dutch or German 
samples (see Chapter 2). Anyway, the PGS shows sufficient discriminant 
ability, and the two subscales 'Difficulty Coping' and 'Despair', intended by 
the authors (Lasker & Toedter, 1991) to measure complicated grief, show the 
strongest relationship with the presence of PTSD, an indication for the validity 
of the PGS. However, because of the low prevalence of PTSD in this study, the 
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percentage of incorrect classifications (false negatives) appeared to be rather 
high. As indicated earlier, this is a result which might be expected in the 
screening of an uncommon disorder (Williams et al., 1982). 
Length of gestation and PTSD appeared to be related. Those women who 
had been pregnant for a longer time, were more likely to be traumatized by the 
loss in the first six months following the event. Because our sample included 
relatively few women with a long duration of gestation, it might be expected 
that research involving more women with a loss later in pregnancy (perinatal 
loss) would show a relatively higher occurrence of PTSD. This is comparable 
to the results of other studies, where a positive correlation between gestational 
age and grief intensity was found (Cuisinier et al., 1990; Cuisinier et al., 
1993a; Dyregrov & Matthiesen, 1987c; Feeley & Gotüieb, 1988-89; Janssen et 
al., 1992; LaRoche et al., 1982; Theut et al., 1989; Toedter et al., 1988). The 
women who did not meet the PTSD criteria at 2.5 months, but evidenced PTSD 
at a later point, did not necessarily have longer pregnancies. Other factors may 
have played a role in the onset of PTSD during this time. It would be 
interesting to address this issue in more detail in future research. 
When comparing the results obtained from this study with the often 
mentioned percentages of 20 to 30% of women evidencing pathological grief 
following pregnancy loss (e.g. Zeanah, 1989), it becomes obvious that a 
psychiatric disorder such as PTSD may be far less frequenüy present in women 
following pregnancy loss than has so far been assumed in the literature. 
Certainly, when it is borne in mind that the PTSD criterion i.e., that symptoms 
be present for at least one month was not included in the decision process, the 
results obtained might easily be higher than those which would have been found 
using a psychiatric interview. Despite the difficult mourning process that 
accompanies pregnancy loss, it was found here that most women appear to be 
capable of dealing with the loss in time, and furthermore, pathological grief, if 
present at all, is evidenced only in a small minority of women. In order to 
improve the provision of professional care for those women who need help the 
most, we need to be able to identify the women who are most at risk of 
developing a psychiatric disorder such as PTSD. Further research into this area 
still is needed, but this study has already made it clear that there is a 
considerable correspondance between the presence of a Post-traumatic Stress 
Disorder and intense grief reactions, and women with such reactions are the 
ones who are most at risk and might benefit from further professional guidance. 
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Appendix 5.1. 
Operationalization of the DSM-III-R Post-traumatic Stress Disorder 
Characteristics. 
Some of the following items were developed for the purposes of this study: 
items 1 to 4 concerned with Reexperience, items 1 to 3 and 6 concerned 
with Persistent Avoidance, and items 5 and 6 concerned with Increased 
Arousal. All other items were taken from the SCL-90, item 1 concerned 
with Increased Arousal being a combination of two of the SCL-90 items. 
Persistent reexperience (1 or more of the following): 
1. Distressing recollections of the loss repeatedly pop up in my mind. 
2. I have distressing dreams about the baby. 
3. Sometimes it is just as if I reexperience the loss all over again. 
4. I feel very uncomfortable if somebody or something reminds me of 
the baby. 
Persistent Avoidance (3 or more of the following): 
1. I try to avoid thinking about the baby. 
2. I try to avoid situations that remind me of the baby (for example: I 
try to avoid pregnant women). 
3. I am unable to recall certain aspects concerning the loss. 
4. Feeling no interest in things. 
5. Feeling lonely even when you are with people. 
6. Ever since the loss I find it an effort to sympathize with others. 
7. Feeling hopeless about the future. 
Increased Arousal (2 or more of the following): 
1. Sleep that is restless or disturbed; Having difficulty falling asleep. 
2. Temper outbursts that you could not control. 
3. Trouble concentrating. 
4. Feeling so restless you couldn't sit still. 
5. For some time now, I feel that I am very easily startled. 
6. Whenever I see the cradle or baby clothes, I get a strong physio-
logical reaction (For example: I break out in a sweat, I get heart 
palpitations, or I get dizzy). 
PART III 
Prediction of Grief Intensity Following Pregnancy Loss 

Chapter 6 
Predicting Grief Intensity Shortly Following Pregnancy Loss' 
Abstract 
In a prospective study we followed 2,140 women from the first 
weeks of their pregnancy till one month after delivery. During this 
time three assessments were carried out. For about 600 women 
three additional assessments were done within 2 years after 
delivery. The pregnancy of 227 of these women ended in a 
miscarriage, stillbirth or neonatal death. A primary question in our 
study was, how much of the variance in grief reactions after the 
pregnancy loss could be predicted from several demographical 
characteristics, personality variables, variables of the social 
network and of the women's pregnancy history. There was a 
special interest in those risk factors which not only predicted the 
more severe grief reactions, but did offer chances for early 
intervention as well. In this paper the first results of this study will 
be presented, especially the relationships between the predisposing 
variables and short term grief reactions (2.5 months after 
pregnancy loss). Because we measured grief with the short form of 
the Perinatal Grief Scale, developed recently by Toedter et al. 
(1988) in the USA, we also will be able to offer information of 
this measurement scale in our population in The Netherlands. 
Since 1988, pregnancy loss research has been conducted in the Netherlands 
at the University of Nijmegen. In a first explorative study of 50 women, we 
concluded that a miscarriage, as well as a perinatal death, was experienced by 
women as an enormous loss and that in some women grief reactions could last 
up to two years (Cuisinier et al., 1990; Cuisinier & Janssen, 1991b). About 
one-fifth of the women in our study had not been capable of ending the grief 
process in a normal way; their grief was of a chronic nature, or grief was 
absent immediately after the loss and appeared as postponed grief at a later 
time. In a second study on over 140 randomly chosen women who experienced 
a pregnancy loss, we were interested in trying to predict outcome following 
such a loss. The Perinatal Grief Scale (PGS; Potvin et al., 1989; Toedter et al., 
1988) was used in its short form to measure grief intensity. This scale provides 
an overall insight into grief intensity after the loss of a baby and consists of 
three subscales: "Active Grief, "Difficulty Coping", and "Despair", which 
indicate an increasingly severe grief response (Lasker & Toedter, 1991). The 
'This paper is a more extended version of a presentation held at the 2ND International 
Conference on Children and Death in Edinburgh 1992. Authors: H.J.E.M. Janssen &. M.C.J. 
Cuisinier. 
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reliability of the PGS short form has been shown to be excellent for both the 
English version (Potvin et al., 1989), and the Dutch version (Cuisinier et al., 
1992). In this second study, several variables expected to predict grief were 
retrospectively investigated (Cuisinier et al., 1993a; Janssen et al., 1992). 
Among other things, it was found that grief was of relatively greater intensity 
when: gestational age was longer, there were relatively more pre-loss mental 
health symptoms, the pre-loss marital quality was relatively low, social support 
was of relatively poor quality and a life crisis had taken place during the 
pregnancy, that eventually failed. These findings supported those of Toedter 
and her colleagues (1988). 
In this chapter, the first results with regard to the first post-loss assessment 
are presented, together with the theoretical basis of the study. 
Theoretical basis and design of the study 
To predict grief intensity after a pregnancy loss we have used a stress 
model designed by Kleber, Brom and Defares (1986), Dutch researchers who 
are working in the field of coping with trauma (see figure 6.1.). Their model is 
based upon the stress literature of the past decennium and is inspired by the 
work of Lazarus and Horowitz. According to this model, a stressful life event 
is surrounded by contextual variables. The meaning a person gives to an event 
depends on the coping behavior a person has at his or her disposal. The 
shocking event embedded in it's context and the meaning this event has for the 
person, also depends on personal and social variables. All these components are 
expected to determine outcome after an experienced trauma. 
In the present study, the different components of this model are represented 
by a number of variables. Here those variables are adressed, whose importance 
seems to be evident from earlier, retrospective studies. With respect to the 
context of a loss, it was hypothesized that shortly following pregnancy loss 
grief would be more intense when: 
- the time since the loss was shorter and 
- gestational age was longer. 
Referring to the personal and social environment aspects of the stress model, it 
was hypothesized that grief would be more severe when: 
- pre-loss physical health was relatively poor 
- there were relatively more mental health symptoms present before the 
loss 
- the pre-loss partner relationship was of relatively low quality 
- social support before the loss was of relatively low quality 
Short Term Prediction 79 
a stressful life event was experienced in pregnancy. 
Personal Variables 
1 
Meaning of the event 
î 
Social Environment 
Variables 
Outcome 
Figure 6.1. 
Stress mode I designed by Kleber, Brom & Defares (1986) 
The dependant variable, grief intensity, was measured with the already 
mentioned P.G.S., short form. As far as possible, the independent variables 
were also measured with reliable and valid standard measures which had been 
tested in our earlier research. The Hopkins Symptom Checklist (SCL-90, 
Derogatis, 1977; Arrindell & Ettema, 1986) was used to measure pre-loss 
mental health symptoms. The quality of the marital relationship was measured 
with the Interpersonal Problem Solving Inventory (IPSI, Lange, 1983). With a 
single-item measure designed by Blake & McKay (1986), social support was 
assessed. Further, we used self developed questionnaires to measure the other 
variables. 
In contrast with earlier studies, these variables were assessed at the 
beginning of pregnancy, before the loss had actually taken place. When 
assessing these variables after the loss, there is a chance that responses about 
the pregnancy may be negatively colored by the experience of the loss and 
inflated correlations between grief and other variables may thus result. 
To guarantee that the mentioned predictors were prospectively measured, 
we asked pregnant women in their first weeks of pregnancy to take part in our 
study. In a popular family magazine that is read in the Netherlands and in the 
Dutch speaking part of Belgium, an article was published in which our study 
was described and the call for participation was done. In a few weeks time, 
over 4,000 women applied, the first 2,140 of whom were included in our study. 
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It was expected that about 90% of these women would deliver a living baby 
and that pregnancy would thus end in a miscarriage or perinatal death for the 
remaining 10%. 
All women received a first, written questionnaire including questions on 
demographic, personality, psychosocial and pregnancy variables. At six months 
of pregnancy and at one month after delivery, they all received a second and a 
third questionnaire with questions about the course of their pregnancy and their 
own feelings and reactions. In all three assessments, we asked women to inform 
us in case problems arose in the pregnancy or their baby died upon delivery. If 
this was the case, then a special questionnaire including the Perinatal Grief 
Scale was sent to the woman. Half a year, one year, and one and a half year 
after the loss, participants were again sent a loss questionnaire. In this paper we 
focus on the group of women who's pregnancies ended with a loss. Data are 
given on the first assessment in pregnancy and the first assessment after the 
loss. 
Sample characteristics 
227 women, i.e., almost 11% of the total group of 2,140 pregnant women, 
experienced a pregnancy loss. The following data are on the sample of 227 
women. All women completed their first loss questionnaire at a mean time of 
2.5 months following pregnancy loss. The women showed much variety in the 
different background characteristics. The age of the women ranged from 19 to 
41 years at the time of the loss, with most women being between 25 and 35 
years of age. One third (33%) of these women did not have any other children, 
and the rest had one or more children. Almost all women (97%) were married, 
or were cohabiting with their partner. Regarding education, 19% of the women 
finished primary school or had vocational training, about 44% completed a mid 
level of education, and over 37% had higher education, university, or graduate 
level background. Nearly two-thirds of the women (63%) had a full-time or 
part-time job, and almost all partners (96%) were employed. 
Most of the women (91%) experienced a miscarriage before the 20th week 
of gestation. For half of the women (48%), the loss was reported to be totally 
unexpected and 76% did not know the cause of the loss (an expected high 
percentage given that causes of miscarriages often remain unknown). Most 
women lost a singleton, however six women lost one child of a twin. The 
mothers with a surviving twin were included in the loss group since according 
to the literature, they are prone to prolonged grief reactions (Rowe et al., 
1978). Ten women lost a child of whom they knew had a severe or mild 
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anomaly. 
Results 
The hypotheses were first tested by means of Divariate correlations between 
each of the independent variables and the dependent variables (the scores on the 
subscales of the P.G.S. and on the total scale): see table 6.1. 
Table 6.1. 
Correlations Between Predictor Variables and Grief Intensity Assessed Shortly 
Following Pregnancy Loss 
Time since 
loss 
Gestational Age 
Pre-loss Physical 
Health 
Pre-loss Marital 
Quality 
Life Events 
in Pregnancy 
Pre-loss 
Social Support 
Pre-loss Mental 
Health Symptoms 
Total 
Score 
-.25" 
.33" 
.32" 
.27" 
-
-.12* 
.50" 
Active 
Grief 
-.28" 
.34" 
.25" 
.20" 
-
-
.42" 
Difficulty 
Coping 
-.24" 
.29" 
.30" 
.26" 
-
-.13* 
.51" 
Despair 
-.18" 
.28" 
.34" 
.31" 
-
-.13* 
.49" 
"p<.01 \01<p<.05 
As is shown in Table 6.1., all hypotheses but one were confirmed. Only 
experiencing a stressful life event in pregnancy did not have any influence on 
short term grief intensity. So: 
With the progression of time, grief intensity decreases. 
Grief intensity is higher when: 
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- gestational age is longer 
- pre-loss physical health is relatively poor 
- pre-loss mental health is relatively poor 
- pre-loss partner relationship is of relatively low quality 
- social support before the loss is of relatively low quality 
In Table 6.2. the result of a multivariate analysis is shown, in which the 
correlations of each of the predictors with grief intensity are presented after 
elimination of the influence of the two context variables (i.e., progression of 
time since the loss and gestational age). In this case neither stressful life events 
in pregnancy, nor pre-loss social support reached the 5% significance level, 
although with respect to the last mentioned variable there is a tendency in the 
hypothesized direction (p = .08), for the PGS total score, Difficulty Coping and 
Despair. The three other variables, however, show a significant influence on 
short term grief intensity. 
Table 6.2. 
Partial Correlations Between Predictor Variables and Grief Intensity Assessed 
Shortly Following Pregnancy Loss (time since loss and gestational age held 
constant) 
Total Active Difficulty Despair 
Score Grief Coping 
Pre-loss Physical 
Health .27" .20" .25" .31" 
Pre-loss Marital 
Quality .25" .19" .24" .29" 
Life Events 
in pregnancy - . . . 
Pre-loss Social 
Support - -
Pre-loss Mental 
Health Symptoms .51" .42" .51" .49" 
'p<.01 '.01<p<.05 
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Finally, in Table 6.3. it is shown how far each independent variable per se 
influences grief intensity, when the influence of all the other variables is held 
constant. We can now see that the presence of pre-loss mental health symptoms 
is the most important predictor of short term grief intensity after the loss of a 
baby. 
Table 6.3. 
Partial Correlations Between Each Predictor Variable and Grief Intensity Assessed 
Shortly Following Pregnancy Loss (All other predictors are held constant) 
Total Active Difficulty Despair 
Score Grief Coping 
Pre-loss Physical 
Health -
Pre-loss Marital 
Quality - - - .13* 
Life Events 
in pregnancy -
Pre-loss Social 
Support -
Pre-loss Mental 
Health Symptoms .43" .3(T .44T_ Ж 
"p<.01 \01<p<.05 
Concluding remarks 
The results of our study offer a more detailed insight in the significance of 
the results of earlier, retrospective studies. The study demonstrates that it is 
possible to predict at an early stage of pregnancy, which women are at risk for 
more severe grief reactions in the case that their pregnancy fails. Contrary to 
our expectations, the experience of a serious life event during a pregnancy that 
eventually failed, did not intensify grief after the loss. A closer look at the data 
revealed that a stressful life event during pregnancy was indeed not related, 
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whereas a life event in the year preceding the pregnancy was related to a higher 
grief intensity following the loss. We can only speculate why this is the case. 
Perhaps, women who experience a life crisis during pregnancy are already less 
"happily pregnant" and may be more expectant that things can go wrong. In 
contrast, women who have experienced a serious life event before their 
pregnancy may use the pregnancy as a new hope, adding to their distress when 
the pregnancy fails. Also suprisingly, social support, an important predictor in 
earlier work, in this study does not explain part of the variance on its' own. It 
may be that the marital relation is of such importance, that social support does 
not have a significant influence, at least on the short term. 
The main purpose of this study was to gain insight into factors which give 
an indication which women are at risk for long-term chronic grief. This is of 
importance, as Zeanah (1989) concluded that 20 to 30% of the women 
experiencing a perinatal death, in the first year after the loss, are at risk of 
developing mental health problems. With our results, we hope to reach a better 
understanding of the most important factors related to a problematic outcome 
following pregnancy loss. With this knowledge, early interventions can be 
developed and extra support can be given by health workers who are direcdy 
involved with these women. At this moment, aside from gestational age and the 
progression of time, pre-loss mental health symptoms in particular, and the 
quality of the marital relationship and pre-loss physical health are important 
predictors of the development of grief after a pregnancy loss. 
In future analyses, we will examine the predictive value of the above 
mentioned variables over the long term, as well as the variables which seem to 
have less predictive value currendy. Furthermore, we are considering the 
clinical implications of our findings. 
Chapter 7 
A Prospective Study of Risk Factors Predicting Grief Intensity 
Following Pregnancy Loss' 
Abstract 
Background: This prospective longitudinal study investigated which 
risk factors could best predict women's grief intensity following 
pregnancy loss. Method: 2,140 pregnant women within 12 weeks 
gestation, answered questions, in writing, on person-oriented, social 
environment, demographic, and pregnancy related factors. Of this 
sample, 227 women experienced an involuntary pregnancy loss. 
These women were followed over a period of 18 months, during 
which grief was re-assessed four times using the Perinatal Grief 
Scale (PGS). The prospectively measured risk factors were 
hierarchically ordered and linked to each woman's individual grief 
response over time. Results: Risk factors significantly related to 
grief intensity following pregnancy loss and together explained 35% 
of the variance in grief scores between subjects. Gestational age, 
pre-loss neuroticism, pre-loss mental health and family constitution 
showed the strongest relationship to grief intensity following 
pregnancy loss. Only pre-loss mental health symptomatology 
showed an interaction effect with time, in that the women who 
evidenced more mental health symptomatology before the loss 
showed more intense grief just shortly following the loss. The other 
risk factors had a constant effect, irrespective of the time that had 
passed since the loss. Conclusions: A relatively long pregnancy 
length, more pre-loss neuroticism, more pre-loss mental health 
symptomatology, and the absence of children at the time of the loss 
appear to be important risk factors for stronger grief responses in 
women following pregnancy loss. 
As a result of the supposed high risk of complicated grief reactions in the 
First year following pregnancy loss (e.g. Zeanah, 1989), several studies have 
been carried out in an attempt to identify the related risk factors (e.g. Cuisinier, 
et al., 1993a; Friedman & Gath, 1989; Nicol et al., 1986; Toedter et al., 
1988). The studies retrospectively assessed different risk factors and linked 
them to grief intensity at the time of the study. This kind of retrospective study 
is, however, flawed in that a post-loss assessment of the pre-loss situation might 
produce responses colored by the experience of the loss. Toedter, Lasker and 
Campbell (1990) suggested that, ideally, a prospective study should be 
conducted. It was therefore decided to carry out a prospective study to test 
hypotheses formulated on the basis of results derived from earlier retrospective 
'Paper under review by the Archives of General Psychiatry. Authors: H.J.E.M. Janssen, 
M.C.J. Cuisinier, С.P.H.M. de Graauw & C.A.L. Hoogduin. 
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studies. 
The results of previous retrospective studies into pregnancy related 
variables showed that grief intensity increased with length of gestation 
(Cuisinier et al., 1990; Cuisinier et al., 1993a; Dyregrov & Matthiesen, 1987c; 
Feeley & Gottlieb, 1988-89; Janssen et al., 1992; LaRoche et al., 1982; Theut 
et al., 1989; Toedter et al., 1988). A history of pregnancy loss was expected to 
have a negative effect on grief following a subsequent loss (Kennell et al., 
1970; Peppers & Knapp, 1980), although in several studies this relationship 
was not confirmed (Benfield et al., 1978; Janssen et al., 1992; LaRoche et al., 
1982; Nicol et al., 1986; Smith & Borgers, 1988-89; Toedter et al., 1988; 
Turner et al., 1991). Conflicting results have also been found when examining 
feelings of ambivalence towards the foetus in relation to grief intensity 
following pregnancy loss (e.g. Graham et al., 1987; Janssen et al., 1992; 
Kennell et al., 1970; Laurell-Borulf, 1982). Although it was expected that 
women who had experienced difficulties in conceiving would evidence more 
intense grief following pregnancy loss (Cole, 1987; Condon, 1986), this 
relationship was not established empirically (Forrest et al., 1982; Toedter et al., 
1988). With regard to social environment variables, stronger grief reactions 
have been noticed in women who received less support from their partner 
(Cuisinier et al., 1993a; Forrest et al., 1982; Friedman & Gath, 1989; Janssen 
et al., 1992; Kennell et al., 1970; LaRoche et al., 1984; Laurell-Borulf, 1982; 
Nicol et al., 1986; Toedter et al., 1988) or from members of their social 
network (Cuisinier et al., 1993a; Forrest et al., 1982; Friedman & Gath, 1989; 
Janssen et al., 1992; Laurell-Borulf, 1982; Nicol et al., 1986; Tudehope et al., 
1986). With regard to person-oriented variables, stronger grief reactions have 
been noticed in women who retrospectively reported more pre-loss mental 
health complaints (Cuisinier et al., 1993a; Janssen et al., 1992; Toedter et al., 
1988), and poor physical health (Toedter et al., 1988). Since grief is supposed 
to vary greatly between individuals, personality characteristics might be 
important predictors of the grief process. However, personality characteristics 
have not yet been studied in relation to grief following pregnancy loss, and 
have been very little studied in relation to grief following other kinds of loss 
(Sanders, 1993; Stroebe & Stroebe, 1993). Those studies that have focussed on 
personality characteristics, found them to be a risk factor in bereavement 
outcome: 'neurotic' people with low self-esteem showed a more problematic 
outcome (Meuser, Davies & Marwit, 1988; Sanders, 1988; Stroebe, Stroebe & 
Dominer, 1988). Different demographic variables have been studied in relation 
to grief following pregnancy loss. In general, no strong relationships to grief 
were found. With regard to age, some researchers found lower grief intensity in 
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relatively older women (Cuisinier et al., 1990; Toedter et al., 1988), whereas 
others found age not to be related to grief (Benfield et al., 1978; Janssen et al., 
1992; LaRoche et al., 1982; Laurell-Borulf, 1982; Nicol et al., 1986; Rowe et 
al., 1978; Tudehope et al., 1986; Turner et al., 1991). As expected, in some 
studies it was found that women without children evidenced more grief when 
pregnancy loss occurred (Cuisinier et al., 1990; Graham et al., 1987; Toedter 
et al., 1988). Others did not find family constitution to be related to outcome 
(Friedman & Gath, 1989; Janssen et al., 1992; Laurell-Borulf, 1982; Nicol et 
al., 1986; Rowe et al., 1978; Tudehope et al., 1986; Turner et al., 1991). 
Contrary to expectation, religious background and social economic status were 
found not to relate to grief intensity following pregnancy loss (Forrest et al., 
1982; Laurell-Borulf, 1982; Murray & Callan, 1988; Nicol et al., 1986; 
Toedter et al., 1988). 
In the present study, the following hypotheses were tested. More intense 
grief reactions were expected in women who: a) had been pregnant for a longer 
time; b) were more 'neurotic' prior to the loss; c) evidenced more mental 
health symptoms prior to the loss; d) were in relatively poor physical health 
prior to the loss; e) did not have living children at the time of the loss; 0 had 
experienced a pregnancy loss earlier in life; g) were relatively younger; h) had 
a partner relationship of relatively low quality prior to the loss, and; i) 
experienced relatively little support from members of their social network prior 
to the loss. All the other risk factors mentioned were investigated exploratively. 
Contrary to the suggestion that grief might remain stable over time 
(Shuchter & Zisook, 1993; Wortman & Silver, 1989), recent studies on the 
course of grief have found that grief intensity decreases with the passing of 
time (Cuisinier et al., 1993; Gallagher-Thompson, Futterman, Farberow, 
Thompson & Peterson, 1993; Goldbach et al., 1991; McCrae & Costa, 1993; 
Stroebe & Stroebe, 1993; Stroebe et al., 1988). In the present study it was 
hypothesized that grief would decline over time. A further point of investigation 
was whether the decrease in grief intensity was related to the aforementioned 
risk factors. 
Method 
Design 
An invitation to recently pregnant women to participate in the study was 
published in a popular family magazine. The first 2,140 women who responded 
were immediately sent a first questionnaire, followed by a second questionnaire 
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sent in the sixth month of pregnancy, and a third at the expected time of one 
month following delivery. At each of these assessments, the women were asked 
to inform the researchers if pregnancy had ended in a miscarriage or a perinatal 
loss. If this was the case, they were included in the loss sample and a specific 
questionnaire directed at the emotional impact of the loss was sent to them. In 
addition to the first loss questionnaire, which the woman received as shortly as 
possible following the loss, a second questionnaire was sent at six months, a 
third at one year, and a final one at one and a half years following pregnancy 
loss. 
Measures 
In the first pre-loss questionnaire, mental health was assessed using the 
Dutch version of the Symptom Checklist (SCL-90; Arrindell & Ettema, 1986; 
Derogatis, 1977). The total scale score minus the women's individual scores on 
the somatization cluster of this scale was used in the analyses, as it was 
expected that the pregnant women might, as a result of the pregnancy, show 
above normal scores on somatization. In addition, in the pre-loss questionnaire, 
the personality characteristic neuroticism (or emotional instability) was assessed 
using the Dutch Personality Questionnaire (NPV; Luteijn, Starren & van Dijk, 
1985), which strongly corresponds to the MMPI factor negativism and the 
Norman factor emotional instability (Evers, van Vliet-Mulder & ter Laak, 
1992). Neuroticism was measured by means of a combination of four of seven 
subscales: 'low self-esteem', 'social inadequacy', 'general inadequacy' and 
'aggrievedness', of which internal reliability coefficients are sufficient to high 
and range from .60 to .91; test-retest reliability is good and ranges from г=.73 
to r=.82 (Luteijn et al., 1985). The quality of the partner relationship was 
assessed by means of the Interpersonal Problem Solving Inventory (IPSI/IPOV; 
Lange, 1983). This 17-item questionnaire is commonly used in the Netherlands 
and relates to Spanier's Dyadic Adjustment Scale (Lange, 1983). Social support 
was assessed using Blake and McKay's single-item measure (1986), which is 
reported to be a good predictor of which women have an increased risk of 
illness. This asks, 'How many people do you have near that you can readily 
count on for real help in times of trouble or difficulty?'. Concurrent validity of 
this item was proven by a strong association with a general social support index 
(Blake & McKay, 1986). With regard to physical health, the women were 
asked to give a subjective indication of their health on a 5-point Likert-type 
scale ranging from 'very good health' to 'very bad health'. The women were 
also asked about their socio-demographic status, and their pregnancy history. 
All four post-loss questionnaires contained the Perinatal Grief Scale (PGS; 
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Potvin et al., 1989) short 33-item form to assess grief intensity. As well as a 
total scale score, the PGS consists of three subscales 'Active Grief, 'Difficulty 
Coping', and 'Despair'. The first subscale 'Active Grief, presents information 
on acute, more common grief reactions; the latter two are intended to measure 
complicated grief reactions in increasing order of intensity (Lasker & Toedter, 
1991). The PGS has a 5-point answering scale varying from 'strongly agree' to 
'strongly disagree'. In the present study a high score reflects intense grief 
reactions. The reliability of the PGS short form is excellent for both the 
original English version (Potvin et al., 1989) and the Dutch version (Cuisinier 
et al.. 1992). Internal reliability coefficients in the present study range from .89 
to .96. In addition to the PGS, other standard measurement scales were 
included in all four post-loss questionnaires. Results from these are reported 
elsewhere (Cuisinier, Janssen, de Graauw, Bakker & Hoogduin, 1995; Janssen 
et al.. 1995a; Janssen, Cuisinier. Hoogduin, & de Graauw. 1995b). 
Sample Description 
From the original sample of 2,140 pregnant women, 227 women 
experienced a pregnancy loss (10.6%). Six of these women had been carrying 
twins, one of which had died. As these women were still carrying their 
surviving child and were therefore expected to experience mixed emotions, they 
were excluded from the sample. So the loss group consisted of 221 women. 
Most of these (91%) had experienced an early loss, before the twentieth week 
of gestation. For 35 women the loss occurred before they had been able to 
complete the first pre-loss questionnaire. Prospective data on these women was 
therefore missing, but as post-loss data was available, they remained in the 
study. 
The women made up a diverse group with regard to socio-demographic and 
reproductive history characteristics. They varied in age from 19 to 41 years 
(M = 29.25). Most women (97%) were married or were in a steady cohabiting 
relationship. One third (32%) did not have children and 41% had experienced a 
previous pregnancy loss. 
The first post-loss questionnaire was completed at an average of 2.5 months 
following the loss, the second, third, and fourth post-loss assessments at an 
average of 6, 12, and 18 months following the loss. Of the women who had 
experienced a loss, 94% completed all four post loss questionnaires. No 
significant differences in age, marital status, education, number of living 
children, and history of pregnancy loss were found between them and the 
women who dropped out of the study. 
90 Predicting Grief Intensity 
Analytic Strategy 
Repeated measures analysis was performed, with the risk factors as 
between-subjects factors, and time since the loss as a within-subjects factor. 
Each woman's exact time since the loss was used in the analysis. The risk 
factors were ordered in advance, according to their expected importance for 
outcome, with the more person-related factors entering before the less person-
related ones. Data was analysed using hierarchical multiple regression (Cohen 
& Cohen, 1983). With regard to between sources of variance, the main effect 
of all risk factors taken conjointly was tested. As a specification of the total 
effect, each of the risk factors was also tested in order of their expected 
importance for outcome when controlling for the previous one(s). By using this 
type of hierarchical multiple regression, it could be determined whether a risk 
factor explained an extra part of the variance in addition to the variance already 
explained by the risk factors included earlier in the analysis. Within sources of 
variance were tested in the following order: 1. main effect of time since loss, 2. 
interaction between time since the loss and all risk factors. The interaction 
effects of time since the loss with each of the risk factors were tested as a 
specification. 
A dummy variable was included in the analysis, where women for whom 
there was no prospective data were allocated the score 1, and all other women 
were allocated the score 0. As women without prospective data had experienced 
a pregnancy loss early in pregnancy, their lack of prospective data was not 
based on chance and therefore had to be accounted for (Cohen & Cohen, 
1983). 
Explorative analysis was performed to determine whether certain other risk 
factors could explain an additional part of the variance in grief scores. The risk 
factors included in this analysis were: education, (un)employment, religious 
background, the subjectively experienced support from one's religion, feelings 
of ambivalence at the beginning of pregnancy, and the difficulty in conceiving. 
Results 
The hypothesized risk factors significantly related to grief intensity 
following pregnancy loss (Table 7.1.), and together explained 35% of the 
variance in grief scores between subjects, measured according to the total scale 
score of the PGS. 
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Table 7.1. 
Impact of Risk Factors and Time Since Loss on Grief Intensity (PGS, total 
score; repeated measures analysis) 
I Between Subjects 
Proportion of 
within 
Source of variance 
A. All risk factors 
together: 
As Specification successive 
risk factors: 
Al Length of pregnancy until loss 
A2 No pretest1 
A3 Pre-loss neuroticism 
A4 Pre-loss mental health 
A5 Pre-loss physical health 
A6 Absence of living children 
A7 Previous pregnancy loss 
A8 Maternal age 
A9 Pre-loss partner relationship 
AlOPre-loss social support 
Eb Error Between 
variance 
.3519 
.1252 
.0002 
.1740 
.0166 
.0009 
.0194 
.0030 
.0085 
.0041 
.0001 
.6481 
df 
10 
210 
F 
11.40 
40.56 
0.06 
56.38 
5.38 
0.29 
6.29 
0.96 
2.76 
1.33 
0.03 
Ρ 
.000 
.000 
.805 
.000 
.020 
.599 
.012 
.330 
.094 
.249 
.852 
.3069 
.0236 
// Within Subjects 
Proportion of 
within variance 
Source of variance 
B. Time since loss (main effect): 
B*A: Interaction between time since loss 
and all risk factors: 
B*As Specification of interaction effects: 
B*A1 Length of pregnancy until loss 
B*A2 No pretest' 
B*A3 Pre-loss neuroticism 
B*A4 Pre-loss mental health 
B*A5 Pre-loss physical health 
B*A6 Absence of living children 
B*A7 Previous pregnancy loss 
B*A8 Maternal age 
B*A9 Pre-loss partner relationship 
B*A10Pre-loss social support 
Ew Error Within 
df 
1 278.77 
10 2.14 
.000 
.020 
.0014 
.0008 
.0009 
.0140 
.0010 
.0002 
.0006 
.0015 
.0004 
.0030 
.6694 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
608 
1.31 
.75 
.81 
12.71 
.87 
.17 
.58 
1.33 
.35 
2.64 
.252 
.391 
.372 
.001 
.316 
.684 
.453 
.247 
.562 
.101 
1
 A missing data dichotomy with score 1 for the 35 women who experienced a 
pregnancy loss before pretest scores were assessed, and score 0 for all others: see 
Cohen & Cohen, 1983, chapter 7. 
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With regard to the hierarchically ordered risk factors, it was found that 
gestational age, pre-loss neuroticism, pre-loss mental health symptomatology 
and family constitui.ion significantly related to grief intensity. Women with 
relatively honger durations of pregnancy showed more intense grief reactions. 
Also, women with higher neuroticism scores prior to the loss evidenced more 
intense grief reactions, as did women who had evidenced relatively more 
mental health symptomatology prior to the loss. The women without living 
children at the time of the loss subsequently showed stronger grief responses. 
Age also tende'd to be related to grief intensity, with relatively older women 
showing more intense grief reactions. 
Grief intensil y ( Perinatal Grief Scale) 
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Figure 7.1. 
The effect of pre-loss mental health and time since loss on grief 
Grief intensity decreased with time. When specifying the significant 
interaction effect between all the risk factors and grief intensity, the interaction 
between time since the loss and mental health symptomatology prior to the loss 
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reached significance: those women who had more pre-loss mental health 
symptomatology showed more intense grief reactions shortly following the loss, 
but over time, the difference with the women with less pre-loss mental health 
symptomatology decreased (see Figure 7.1.). 
When performing the same analysis for the PGS subscales, it was found 
that: one third of the variance (34%) in grief scores on the subscale 'Active 
Grief could be explained by the risk factors (F= 10.61, df=10, 210, p = .0GO), 
and one third of the variance (34%) in grief scores on the subscale 'Difficulty 
Coping' (F= 10.63, df=10, 210, p = .000), and 29% of the variance in grie.f 
scores on the subscale 'Despair' (F=8.56, df=10, 210, p = .000). The effect of 
gestational age on the PGS total score was also found for all three PGS 
subscales (Active Grief: F=55.17, df=l, 210, p = .000; Difficulty Coping: 
F=27.03. df=l, 210. p=.000; Despair: F=19.12, df=l, 210, p = .000). The 
same holds true for pre-loss neuroticism (Active Grief: F=39.02, df = 1, 210, 
p=.000; Difficulty Coping: F=58.61, df=l, 210, p = .000; Despair: F=49.52, 
df=l, 210, p=.000). The result concerning pre-loss mental health as measured 
by the total PGS was also found for the subscales 'Difficulty Coping' (F=7.03. 
df=l, 210, p=.008), and 'Despair' (F=5.45, df=l, 210, p = .019), but not for 
'Active Grief. Childless women not only showed more intense grief according 
to the total score on the PGS, but also on the subscales 'Active Grief 
(F=5.73, df=l, 210, p = .017), 'Difficulty Coping' (F=4.49, df = 1, 210, 
p = .033), and 'Despair' (F=5.93, df= 1,210, p = .015). Older women, who 
tended to show more grief intensity on the total PGS, showed more 'Difficulty 
Coping' with the loss (F=5.32, df=l, 210, p = .020). Furthermore it was 
found that women with a relatively poor pre-loss partner relationship tended to 
show more 'Despair' following the loss (F=3.32, df=l, 210, p=.070). 
In time, 'Active Grief (F=507.07, df=l, 608, p=.000), 'Difficulty 
Coping' (F= 129.82. df=l, 608, p = .000), and 'Despair' (F= 106.70, df=l, 
608, ρ = .000) decreased. The interaction between time since the loss and all 
risk factors reached significance on two subscales: 'Active Grief (F=2.14, 
df=10, 608, p = .020) and 'Despair' (F=2.52, df=10, 608, p=.006). When 
specifying the interaction between time since the loss and the risk factors, the 
effect of pre-loss mental health symptomatology and time since the loss reached 
significance for all three subscales, with the women high on pre-loss mental 
health symptomatology showing more 'Active Grief (F= 14.71, df=l, 608, 
p = .000), 'Difficulty Coping' (F=8.39, df=l, 608, p = .004), and 'Despair' 
(F=7.80, df=l, 608, p=.006) particularly shortly following pregnancy loss. 
The interaction effect between gestational age and time since the loss only 
reached significance for the subscale 'Despair' (F=4.07, df=l, 608, p = .041), 
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with the women whose pregnancy had lasted longer showing relatively more 
despair, particularly shortly following the loss. The interaction effect between 
pre-loss physical health and time since the loss on the subscale 'Despair' also 
appeared to be significant (F=5.08, df=l, 608, p=.023). Women who 
reported being in relatively poor physical health showed relatively more 
'Despair' shortly following pregnancy loss, but over time the difference with 
the other women decreased. None of the interactions with time since the loss 
reached significance for any other of the risk factors. 
Physical health, previous pregnancy loss, pre-loss partner relationship, and 
pre-loss social support did not reach significance for the total PGS score in the 
hierarchical multiple regression analysis. However, on examination of the 
bivariate correlations of these risk factors to grief intensity, it appeared that 
only a history of pregnancy loss did not reach the 5% significance level. All 
other risk factors significantly related to grief intensity as hypothesized. 
When including the exploratively examined risk factors in the analysis 
(education, (un)employment, religious background, support from religion, 
ambivalence, and difficulty in conceiving), the additional variance that could be 
explained did not reach significance (F-change= 1.32, df=16, 167, p = .253). 
Discussion 
In this paper the results are reported of a prospective study of risk factors 
predicting grief intensity following pregnancy loss. Some important risk factors, 
which in earlier studies were based on retrospective recall and could therefore 
be colored by the experience of the loss, were now prospectively assessed in 
pregnant women. It was found that those women who had been pregnant for a 
relatively longer time, showed more intense grief reactions following pregnancy 
loss, and showed more feelings of despair shortly following the loss. This result 
confirms Pepper and Knapp's (1980) theory that motherly attachment to the 
foetus increases with pregnancy length, and as a consequence relates to stronger 
grief following pregnancy loss. It was also found that women who had 
relatively more pre-loss mental health symptomatology, who showed relatively 
more pre-loss neuroticism, and who did not have children at the time of the 
loss, showed more intense grief reactions following pregnancy loss. The result 
regarding neuroticism makes extra sense since, in earlier studies, because of the 
lack of prospective data, it was uncertain whether individuals with more 
neuroticism were predisposed to a problematic outcome. 
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Only in a bivariate analysis did physical health, pre-loss partner relationship 
and pre-loss social support prove to be significantly related to grief intensity as 
hypothesized. Apparently, women who are physically less healthy, who have a 
relatively low quality partner relationship, and who receive relatively little 
social support are at an increased risk of a problematic outcome, although other 
risk factors are more important. Previous pregnancy loss did not relate to grief 
intensity following a new loss. As was sometimes found earlier, women who 
have experienced a pregnancy loss earlier in life are not more prone to 
experience a complicated outcome following a subsequent loss. Older women 
experienced significantly more 'Difficulty Coping' post-loss. Although one 
might expect this result, since older women have less time left in which to 
conceive and might be more fearful of increasing fertility problems, it was not 
found in a study by Toedter and colleagues (1988). They in fact found the 
opposite. It is unlikely that the contrasting results might be a consequence of a 
difference in age in both studies. Indeed, the reason for our finding remains 
unclear. The grief measure used can not be responsible for the different 
findings, but the difference could be a product of differences in the selection of 
the samples. In Toedter's study a clinically referred sample was used whereas 
pregnant women, unaware of the loss to come, voluntarily signed up for this 
study. Findings relating to age are, however, important given current trends. In 
modem Western societies, more and more women delay their first pregnancy in 
order to take advantage of improved possibilities in pursuing a career. If this is 
going to lead to health problems, it may benefit society to create structures 
whereby women could enter their first pregnancy at an earlier age, without 
foregoing career opportunities. 
The risk factors in this study together explained 35% of the between-
variance in grief scores, which is a substantial part for such a difficult construct 
to measure. It probably means that the more important risk factors for a 
problematic outcome following pregnancy loss have been highlighted. The fact 
that the exploratively investigated variables did not explain an additional part of 
the variance implies that other factors, as yet unknown, play a role in outcome 
following pregnancy loss. 31% of the within-variance was explained by time 
since the loss and 2% by the interaction between time since the loss and the 
risk factors. This longitudinal study showed that grief intensity decreases with 
time, confirming the results of other recent studies. Only the interaction effect 
of pre-loss mental health symptomatolgy and time since the loss appeared to be 
significant for the total grief score and the three subscale scores. Any 
significant interaction effect also showed that the effect of the risk factor was 
the strongest shortly following the loss and decreased with time. 
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Given the design of the study, there are some points that should be 
considered when interpreting the results. The first is that all the women signed 
up for the study voluntarily. It can be questioned in what way this type of 
selection method could have produced biased results and might account for the 
differences between it and the studies which used clinically referred samples 
(Benfield et al., 1978; Cuisinier et al., 1993; Dyregrov & Mathiesen, 1987; 
Feeley & Gottlieb, 1988-89; Forrest et al., 1982; Friedman & Gath, 1989: 
Graham et al., 1987; Toedter et al., 1988; Tudehope et al., 1986; Turner et 
al., 1991). It is difficult to give a definitive answer to this question because it 
depends on the specific sample under investigation in the various studies. 
Examination of the sample in the present study gives, however, no indications 
that it differs in any important way from a population of young mothers in The 
Netherlands. The pregnant women formed a heterogeneous group and enrolled 
with the intention of talking about their pregnancy, not knowing that their 
pregnancy would prematurely end in a loss. Furthermore, the drop-out in this 
study was very low and was not selective. Given these facts, it might well be 
supposed that the results are fairly generalizable to the community at large. A 
second point that needs further attention is that data was gathered by means of 
self-report. As Watson and Pennebaker (1989) have shown, people with high 
Negative Affect (NA) subjectively report more somatopsychic distress whereas 
the relation with objective health status is not strong. It may be argued, 
therefore, that the relationship between neurolicism and intense grief found in 
this study might only be a result of measuring the same construct. It should be 
pointed out. however, that two completely independent scales were used to 
assess two constructs which are also thought to be different i.e., the personality 
trait of neuroticism and the situation-related concept of grief, operationalized in 
terms of feelings as well as behaviors. What is more, the use of a self-report 
measure is here a logical step, since grief is a subjectively experienced reaction 
on which only the woman herself can report. Finally, it would have been better 
to have included a psychiatric interview in the study to obtain a better insight 
into the exact occurrence of psychopathology in women following pregnancy 
loss. This not having been done, the number of women who might actually 
have been diagnosed as having developed a psychiatric disorder remains 
unknown. 
Information concerning risk factors for the more complicated grief reactions 
is of importance since it allows care givers to screen, at an early stage, women 
at risk of developing those kinds of reaction. In cases where the pregnancy 
results in a premature loss, health-care workers could respond in a manner 
geared specifically to the women's individual circumstances and could provide 
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additional care to the women at risk, in order to try and prevent grief 
disturbances in those women. 

Chapter 8 
Pregnancy Following Miscarriage: Course of Grief and Some 
Determining Factors1 
Abstract 
Objective: This prospective study was aimed at investigating the 
impact of both (the speediness 00 a subsequent pregnancy and the 
birth of a viable child on grief arising from a previous pregnancy 
loss. Method: Data was collected from a series of written 
questionnaires. Of the 2,140 pregnant women who participated in 
the study, 227 lost their baby through miscarriage (85%) or 
perinatal death (15%). In 221 women, the loss concerned a 
singleton. At each of four post-loss assessments, these women 
completed the Perinatal Grief Scale. They also indicated whether 
they had conceived again and, if they had, related how they felt 
about that. Results: Data was analysed by means of hierarchical 
multiple regression analysis. Both conceiving again and the birth 
of a living child lessened grief. A speedy new pregnancy was only 
rarely found to be detrimental. Conclusions: The results of this 
study suggests that parents, at least following miscarriage, no 
longer should be advised to wait a specific time before conceiving 
again. Preferably their individual situation should be discussed 
with them in order to help them make their own informed decision 
with regard to the preferred timing of a subsequent pregnancy. 
It is common knowledge that a pregnancy following a miscarriage or 
perinatal death is emotionally very difficult. Most parents experience heightened 
anxiety (Brost & Kenney, 1992; Theut, Pedersen, Zaslow & Rabinovich, 1988) 
and fears stem from every conceivable negative outcome of pregnancy (Davis et 
al., 1989; Phipps, 1985-86). Nevertheless, most bereaved parents desire a new 
pregnancy (Phipps, 1985-86). 
Opinions regarding the preferred timing of a subsequent pregnancy still 
differ greatly (Rud & Kliinder, 1985; Zeanah, 1989). The sort of advice given 
by doctors developed from 'the sooner the better' to 'not too soon' (Davis et 
al., 1989), the latter meaning not to conceive for a period ranging from at least 
three (Friedman & Gath, 1989) to over six months (Oglethorpe, 1989; Phipps, 
1985-86). Such advice stems from concern that a speedy subsequent pregnancy 
might inhibit mourning, thus setting the seeds of a problematic mother - child 
'Paper submitted to the Journal of the American Academy of Child and Adolescent 
Psychiatry. Authors: M.C.J. Cuisinier, H.J.E.M. Janssen, С.P.H.M. de Graauw, S. Bakker 
& C.A.L. Hoogduin. 
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relationship and/or the pathological reactivation of grief following later events 
(Lewis, 1979a). The specific risks feared are a lack of maternal responsiveness 
to the new baby, seeing the baby as a substitute for the dead one or being 
overprotective toward him/her (Davis et al., 1989). 
Many parents appear to be dissatisfied with the concrete advice offered 
them, and this often results in noncompliance (Davis et al., 1989). 
Furthermore, it is not known how often the aforementioned complications 
occur. They have been reported mainly in clinical reports and case histories 
(Boume & Lewis, 1984; Cain & Cain, 1964; Green & Solnit, 1964; Lewis, 
1979a; Poznanski, 1972), but results from the few relevant empirical studies 
are inconclusive (Dyregrov & Matthiesen, 1987c; Peppers & Knapp, 1980a; 
Theut et al., 1989) and there are no prospective studies concerning this issue. 
The present paper presents the findings from such a prospective study. The 
following questions were addressed: 1. Does the length of the time between a 
miscarriage or perinatal death and a subsequent pregnancy influence maternal 
feelings about the new pregnancy? Specifically, are women both less anxious 
and happier with their new pregnancy, the longer the lapse of time since the 
loss? 2. How does a pregnancy following the involuntary loss of a baby affect 
grief? 3. What is the impact of the timing of the subsequent pregnancy on 
grief? 4. How does it affect grief if the new pregnancy again ends in the loss of 
the baby? 5. How does the birth of a viable child affect grief? We hypothesized 
that getting pregnant again and the birth of a living child would lessen grief, 
and also that increased grief would follow a new pregnancy loss. 6. Does the 
relationship between a new pregnancy and grief differ, dependent of certain 
pre-loss maternal characteristics? The potential predictors examined here were 
gestational length prior to the loss, maternal score on 'neuroticism', pre-loss 
mental health, pre-loss physical health, presence of living children, previous 
pregnancy losses, maternal age, the pre-loss quality of the partner relationship 
and pre-loss social support. 7. How often is there an increase in grief following 
the delivery of a new, living baby and in which women might this occur? 
Methods 
Sample 
Following an invitation to participate published in a Dutch journal for 
(expectant) parents, 2,140 women in the early stages of their pregnancy 
enrolled in the study. In the invitation women were informed that the study was 
aimed at investigating how women cope with their pregnancy and the delivery, 
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both if everything goes well and if complications occur. The women who 
responded were very heterogeneous with regard to socio-demographic 
characteristics. They are not expected to differ in important aspects from the 
Dutch population of pregnant women as a whole. 
Almost 11 % of these women (227 women) eventually lost the baby through 
miscarriage, stillbirth or neonatal death. The majority (85%) miscarried within 
the first 16 weeks of pregnancy. In 221 women the loss was of a singleton. The 
221 women varied in age between 19 and 41 years (mean age: 29.25). The 
great majority (97%) were married or had a steady, cohabiting relationship. 
Almost one third (32%) did not have any living children at the time of the loss. 
Two fifth (41%) of the women had previously experienced one or more 
pregnancy losses. 
Data collection 
Data was collected by means of a series of written questionnaires sent to 
the women's homes. A first questionnaire, which provided the necessary 
baseline data, was completed by the end of the first trimester of pregnancy. If a 
woman reported in this or a further questionnaire that she had lost her baby, the 
woman was included in the 'loss group' and was immediately sent a first 
questionnaire which concentrated specifically on the loss. This first post-loss 
questionnaire was completed at a mean time of 2.5 months post-loss. Three 
further questionnaires were sent to the women in the loss group at six months, 
twelve months and eigtheen months following the pregnancy loss. The first 
baseline questionnaire was not completed by 35 women in the loss group (16%) 
because they had miscarried almost immediately following their application for 
inclusion in the study, so pre-loss data was not available for these women. 
Complete data, i.e. baseline data and data from the four post-loss 
questionnaires, was available for 77% of the women in the loss group. The 
dropout rate was 6%. 
Grief was assessed at each post-loss assessment by means of the short, 33-
item version of the Perinatal Grief Scale (PGS; Potvin et al., 1989; Toedter et 
al., 1988), which is both a reliable and valid measure (Cuisinier et al., 1992; 
Potvin et al., 1989; Toedter et al., 1988). The PGS consists of a 5 point Likert-
type response scale. The total scale score gives an indication of the intensity of 
the grief reaction. Further, at each of the post-loss assessments, the women 
were asked whether they had conceived again. If they had, they were asked 
what their current gestational length was and how they felt about this new 
pregnancy, i.e. whether their feelings were positive, negative, or ambivalent. 
They were also asked whether or not they saw the new baby as a replacement 
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for the dead one. 
Pre-loss maternal characteristics were determined at the end of the first 
trimester of pregnancy. Neuroticism was assessed using the Dutch Personality 
Questionnaire (NPV; Luteijn et al., 1985). The Symptom Checklist (SCL-90; 
Arrindell & Ettema, 1986; Derogatis, 1977) was used to assess pre-loss mental 
health. The subscale 'somatization' was omitted since relatively high scores on 
that subscale have to be expected in pregnancy. 
Pre-loss physical health was assessed by asking women to rate themselves 
on a 5-point scale, varying from 'very good health' to 'very bad health'. The 
Interactional Problem Solving Inventory (IPSI; Lange, 1983) was used to assess 
the pre-loss quality of the partner relationship and a 'single-item measure' 
designed by Blake and McKay (1986) to assess pre-loss social support. 
Data analysis 
A repeated measurement analysis was performed, with maternal characte-
ristics as 'between subject' factors, and time since the loss, subsequent pregnan-
cy, timing of subsequent pregnancy, new loss, and birth of a living child as 
'within subjects' factors. The data was analysed using hierarchical multiple 
regression (Cohen & Cohen, 1983). Since only the 'within subjects' part of the 
design is pertinent to the aforementioned research questions, only results on the 
'within' sources of variance are reported here. These were tested in the follo-
wing order. In the first instance, the main effects of time since loss (1), having 
conceived again (2), speediness of the new pregnancy (3), new loss (4), and 
birth of a new baby (5) were tested. Subsequently, interactions between 
maternal characteristics and time since loss (6), having conceived again (7), 
speediness of the new pregnancy (8), new loss (9), and birth of a new baby 
(10) were tested. (The results of 6 will not be reported here, since they are not 
relevant for the subject under discussion.) 
Results 
Subsequent pregnancy and maternal feelings 
Of the 221 women who lost a singleton, over 86% conceived again during 
the course of the study, i.e. within a year and a half following the loss. Of 
those women, 19% were pregnant again at the first post-loss assessment (2.5 
months post-loss) and 63% at the next one (six months post-loss). By the end of 
the study, 147 women (67%) had given birth to a living baby. In 31 of the 
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women (14%) one or more subsequent pregnancies had again failed. 
For the majority of the women who conceived again, the subsequent 
pregnancy was an ambivalent experience. Feelings of reservation or anxiety 
were reported alongside happiness, irrespective of the time that had elapsed 
since the loss (F = .4733; p = .6242). However, as gestational length increased, 
the feelings of reservation and anxiety abated (r=-.294; p = .0002). 
A small minority of the women reported that they saw their new baby as a 
replacement child. Of the women who were pregnant again within six months 
of post-loss, 3% said that they did, 5% said that they did not know and 92% 
reported they did not. Similar percentages were found at the subsequent 
assessments. We did not find a significant relationship between feelings of 
replacement and the speediness of the subsequent pregnancy. 
Impact on grief 
The results of the significance tests for the repeated measurement analysis 
on the total score of the PGS are reported in Table 8.1. In addition to the time 
elapsed since the loss, the fact of a new pregnancy, the speediness of that 
pregnancy, a new pregnancy loss, and the delivery of a viable child all appear 
to have highly significant main effects on grief. Furthermore, there are 
significant interactions between each of these variables, except the delivery of a 
viable child, on the one hand, and the combined maternal characteristics on the 
other. 
The direction of the effects appears to be as hypothesized. A new 
pregnancy lessens the grief following a pregnancy loss, as does the birth of a 
living child, whilst grief intensifies following a new pregnancy loss. The impact 
of both a new pregnancy and a new loss is rather striking. On average, the 
former lessens the grief about as much as the passing of eight months, whilst 
the latter increases the grief to a comparable degree. Further, the effect of the 
speediness of the new pregnancy is comparable to that of the lapse of time since 
the loss. On the PGS total score, getting pregnant one month earlier has the 
same effect as the passing of about one month since the loss. 
The effect of a new pregnancy on grief appears to be larger for more 
neurotic women, those with more pre-loss mental or physical health symptoms, 
those with a relatively poor partner relationship previous to the loss and those 
who already had one or more living children. Also, grief reduction due to 
conceiving again earlier is larger for more neurotic women, those with a 
relatively short length of pregnancy prior to the loss, those with more pre-loss 
physical health problems, those who had experienced one or more pregnancy 
losses previously and older women. 
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Tabic 8 I 
impari of Subsequent Pregnane/ related Variables on the Toiat Score of ¡he Perinatal Gnef Scale 
Proportion of 
within vana nee df 
Source of va nance 
Mam effects of 
A I ime since loss1 
В Subsequent pregnancy 
С Timing of subsequent pregnancy 
D New pregnancy loss 
Г Birth of new baby 
Effects of interaction between the combined 
maternal characteristics and 
A Time since loss 
В Subsequent pregnancy 
С Timing of subsequent pregnancy 
D New pregnancy loss 
Ь Birth of new baby 
Specification oj interaction effects 
for В Subsequent pregnanes 
В * I engt h ol pregnancy until loss 
В * No pretesi 
В * Pre loss neuroticism 
В * Pre loss mental health 
В * Pre loss physical health 
В * Absence of living children 
В * Previous pregnancy loss 
В * Age 
В * Pre loss partner relationship 
В * Pre loss social support 
Гог С Timing of subsequent pregnanes 
С * Ixngth ot pregnancy until loss 
С * No pretest 
С * Pre loss ncuroticism 
С * Pre loss mental health 
С * Pre loss physical health 
С * Absence of living children 
С * Previous pregnancy loss 
С * Age 
С * Pre loss partner relationship 
С * Pre loss social support 
For D New pregnancy toss 
D * Length of pregnancy until loss 
D * No pretest 
D * Pre loss neuroticism 
D * Pre loss mental health 
D * Pre loss physical health 
D * Absence of living children 
D * Previous pregnancy loss 
I) * Age 
D * Pre loss partner relationship 
D * Pre loss social support 
Error 
3069 
0539 
0303 
0391 
0073 
0201 
0529 
0478 
0493 
0098 
0010 
0002 
0208 
0040 
0027 
0040 
0016 
0009 
0173 
0004 
0098 
0010 
0028 
0003 
0048 
0002 
0098 
0186 
0002 
0002 
0000 
0331 
oooo 
0027 
0050 
0001 
0066 
0001 
0015 
0002 
3824 
10 
io 
io 
10 
10 
564 
452 67 
79 55 
44 75 
57 71 
10 83 
2 97 
7 81 
7 05 
7 27 
1 44 
1 41 
0 33 
30 66 
5 89 
4 05 
5 89 
2 36 
1 37 
25 53 
0 57 
14 46 
1 55 
4 19 
0 38 
7 11 
0 24 
14 46 
27 41 
0 24 
0 33 
0 05 
48 75 
0 05 
400 
7 35 
0 19 
9 75 
0 09 
2 21 
0 24 
0000 
0000 
0000 
0000 
0014 
0015 
0000 
0000 
0000 
1584 
2330 
5732 
0000 
0148 
0419 
0148 
1213 
2412 
0000 
4591 
0004 
2103 
0385 
5468 
0078 
6333 
0004 
0000 
6333 
5732 
8115 
0000 
8115 
0431 
0070 
6681 
0023 
7534 
1333 
6331 
The significance test for Time since loss is reponed here because it was the firn step in the hierarchical 
analysis 
A missing data dichotomy with score I for the 35 women who experienced a pregnancy loss before pretest 
scores were assessed and score 0 for all others see Cohen &. Cohen 1983 chapter 7 
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Following a new pregnancy loss, grief increases relatively more in women 
with more pre-loss mental health symptoms, those with better pre-loss physical 
health and those with a history of pregnancy loss. 
Grief reactivation following child birth 
The frequency of grief reactivation following a subsequent conception or 
the birth of a living baby was investigated. Grief was considered to have been 
reactivated where an increase of at least .20 on a 5-point scale on the PGS had 
occurred. Such an increase appeared to be present in 11 women (5%). 
A closer look at both the quantitative and qualitative data of these women 
reveals some factors which may have contributed to the increase in grief in 
these particular cases. In five women, a temporary increase in grief seemed to 
have been caused by specific memories of the previous pregnancy evoked by 
the new one. In four of these women, there were similarities in problems in the 
second and first pregnancies and/or deliveries, causing them to feel anxious or 
sad. In the fifth woman, the birth of a new, male baby made her realize that 
she and her husband (who already had two living boys) would probably never 
have the female baby they had longed for so much. The situation was rendered 
even more poignant by the fact that the lost baby had been a girl. She neverthe-
less claimed to be very happy with her new son. Indications of psychopathology 
were completely absent. In three other women, the (small) increase in grief is 
difficult to explain. It might be attributed to chance fluctuations, since the 
absolute grief score appeared to be low in those women, and all three 
convincingly reported that they had resolved their grief and were very happy 
with the new baby. None of them saw the new baby as a substitute for the dead 
one. 
The remaining three women (less than 2%) appeared to exhibit some of the 
complications mentioned in the literature. One of these women, who was 27 
years of age. without living children, and who had previously experienced a 
pregnancy loss, clearly attributed her current problems to having become 
pregnant again too quickly. She received medical treatment for a facial paresis 
when she became pregnant for the second time, and enrolled in the study. 
Following 8.8 months of pregnancy, she had a stillborn baby. She reponed 
feeling desperate. Within a few months she was again pregnant and the 
pregnancy was unplanned. She immediately felt that she could not handle the 
pregnancy. Her as yet unresolved grief for her dead baby increased. She 
became phobic and was sent to an outpatient clinic for psychological treatment. 
Within one year following the stillbirth, she gave birth to a healthy daughter. 
By the end of the study, a year and a half following the stillbirth and half a 
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year after the birth of the living child, the woman still had the highest grief 
score of the whole loss group. She wrote: "I am overjoyed with her [the living 
daughter], but, nevertheless, I often wonder whether it would not have been 
better if we had waited longer before conceiving again. I still frequently feel 
depressed and my attention is so much focused on myself that I am unable to 
enjoy her fully and feel guilty as a consequence. I also often fear that I might 
loose her too." Two other women, who had also experienced an increase in 
grief following the delivery of a new baby within one year post-loss, had shown 
both very high neuroticism and poor mental health previous to the loss. Both 
women had also experienced some other traumatic life events during the same 
time period. 
Discussion 
The dilemma of the best advice to give concerning the optimal timing of a 
pregnancy subsequent to a pregnancy loss is one regularly encountered in 
obstetric care. Our longitudinal study shows that reservations or anxiety are 
frequently present in women during such a pregnancy, irrespective of the time 
elapsed since the loss. Further, the study shows that both a new pregnancy and 
the birth of a viable child lessen the grief occasioned by the lost baby. The 
latter result was also found by Theut et al. (1989). 
Our study shows that the speediness of the new pregnancy appears to have 
a small extra impact on grief reduction, additioned to the impact derived from 
the fact of the new pregnancy. The effect of speediness has been shown to be 
greater for women in certain circumstances, such as miscarriage early in 
pregnancy, the presence of more physical health problems prior to the loss, a 
history of pregnancy loss, or being older. However, it should be noted that it is 
difficult to distinguish the effect of speediness from that of pregnancy length, in 
that the women who had conceived earlier also had a longer gestational length 
at the time of assessment. 
Both the quantitative and the qualitative data indicate that the great majority 
of the bereaved women were very happy to be pregnant again, despite 
simultaneous feelings of anxiety. Most of the women saw the subsequent 
pregnancy and the delivery of a viable child as having facilitated the process of 
coping with the loss. 
With regard to the feared reactivation of grief following the birth of a living 
baby, we found indications of severe maternal psychopathology likely to 
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interfere with a healthy mother - child relationship in only three women, i.e. 
less than 2% of the loss group. All three women had experienced other serious 
problems prior to the death of their baby and had conceived again within six 
months post-loss. Seven other women reported that they saw their new baby as 
a substitute for the dead one. The presence of feelings of replacement appeared 
however to be independent of the timing of the subsequent pregnancy. 
Our conclusion is that severe problems resulting from a too early new 
pregnancy, might be expected to occur only rarely. Notwithstanding the 
relatively strong design of our study, only a small number of women who 
experienced a perinatal loss could be examined. Although we found no 
indications that the results might be invalid for those women, it might be 
worthwhile to follow in a further study a larger group of women with such a 
loss as compared to women who experienced a miscarriage. Some other 
limitations of the present study have to be borne in mind. Although the study 
offers indications for the presence of psychopathology in some mothers 
following a speedy new pregnancy, a clear diagnosis based upon a psychiatric 
interview is lacking. Furthermore, our study may not encompass all the 
problems in the mother - child relationship, since this was not investigated in 
depth and therefore our findings are based on the perhaps limiting written 
answers provided by the women. A final point is that in some women grief 
might reactivate following a longer period of time than has been examined 
here. So serious problems might occur somewhat more frequently than it 
appears from this study. 
However, our data strongly suggests that the great majority of women who 
miscarry cope very well whatever the time lapse between the loss and the 
subsequent conception. It would seem therefore that advice on the optimal time 
to wait before conceiving again is rather redundant, since it depends very much 
on the individual case. Besides, the literature shows that most women prefer not 
to be given such advice. 
In agreement with Davis and her colleagues (1989), therefore we suggest 
that doctors refrain from giving such advice, but rather discuss with the parents 
which factors are of importance in their case and leave the decision to them. 
The following steps are recommended: 1) to ask both parents how they 
currently feel about a new pregnancy and what are their concerns and 
questions; 2) to answer those questions, showing empathy for the parents' 
concerns; 3) to give additional information on both the feelings that might arise 
from the new pregnancy, and the possible risks, e.g. the risk that they might 
view a new baby as a replacement child; 4) to assist them in making their own 
informed decision and 5) to assure them of ongoing support. 

Concluding Chapter 

Chapter 9 
Recapitulation and General Discussion 
In this dissertation, a prospective longitudinal study is presented of 227 
women who would eventually experience a pregnancy loss. A total of 2,140 
pregnant women was assessed for the first time in the first trimester of 
pregnancy (within 12 weeks), at six months and again at one month following 
the expected delivery date. A random sample of 213 women from the total 
sample who gave birth to a living baby was also assessed at six, twelve, and 
eighteen months following delivery, along with the following specific groups: 
1. those who delivered prematuraly, 2. those who had a multiple birth, 3. those 
who had been depressed during pregnancy, and 4. those who gave birth to a 
baby with a health handicap. The data collected on the four latter groups are 
not discussed in this dissertation. The 227 women who experienced a pregnancy 
loss were re-assessed as soon as possible following the loss and subsequently at 
six, twelve, and eighteen months following the loss. 
In the introduction (Chapter 1), the state of the art in the field of pregnancy 
loss is discussed, gaps in our current knowledge are pointed out, and the design 
of the present study is described. As relatively little is known about the number 
of women unable to cope "normally" with pregnancy loss (i.e. women who 
develop longlasting complaints as a result of such loss), this appeared to be an 
interesting topic for research. No firm conclusions could be drawn with regard 
to the specific characteristics of women with a higher risk of developing such 
complaints. This observation thus formed an interesting topic for further 
research as well. In contrast to most of the studies in this area, a longitudinal 
approach was chosen to study women's grief reactions over time. A prospective 
design was chosen in order to gather more robust information on the predictors 
of intense or complicated grief reactions following pregnancy loss. Most of the 
studies available at the start of the present study were retrospective in nature, 
based on the subjective reports of women with regard to the situation prior to 
the loss, and thus possibly colored by the experience of the loss itself. 
Part I of this dissertation (Chapters 2 and 3), examines the normal course 
of grief in women following pregnancy loss. In Chapter 2, we report on the 
grief responses of women following pregnancy loss using the Perinatal Grief 
Scale (PGS) as the main dependent variable (Potvin et al., 1989; Toedter et al., 
1988). The reactions of Dutch women following pregnancy loss are compared 
to those reported in several international studies using the same measurement 
scale. The reliability and validity of the PGS are also discussed. In Chapter 3, 
the relevant mental health symptoms assessed with the Symptom Checklist 
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(SCL-90; Arrindell & Ettema, 1986; Derogatis, 1977), present in women 
following pregnancy loss are compared to those in women who have given birth 
to a living baby. 
In part II of this dissertation (Chapters 4 and 5) complicated or pathological 
grief following pregnancy loss is studied. The difficulties associated with 
distinguishing between normal and pathological grief are considered in Chapter 
4 on the basis of the literature. In Chapter 5, the numbers of women who 
develop Post-traumatic Stress Disorder (PTSD) following pregnancy loss are 
investigated. The similarities between the diagnosis of PTSD and the intensity 
of the grief as measured by the Perinatal Grief Scale are also considered in 
Chapter 5. 
The last part of this dissertation, Part III, (Chapters 6, 7 and 8), is 
concerned with predicting grief intensity following pregnancy loss. Several 
predictor variables were studied prospectively in relation to the intensity of the 
outcome. Some preliminary results are presented in Chapter 6, followed by an 
overall analysis of the relevant longitudinal data in Chapter 7. In Chapter 8, the 
effect of a subsequent pregnancy on the intensity of grief is examined. 
In this last chapter (Chapter 9), the results presented in the aforementioned 
chapters are discussed in the light of our current knowledge. Some 
shortcomings of the present study are noticed together with some specific 
recommendations for future research. The implications of the results of our 
study for professional care are also discussed and followed by some final 
concluding remarks. 
Course of grief following pregnancy loss 
Research on pregnancy loss has undoubtedly been facilitated by the 
development of the Perinatal Grief Scale (PGS). In several studies conducted in 
different western countries including The Netherlands, the PGS has been used 
to measure the inteasity of grief reactioas following pregnancy loss. When the 
reactions of women are compared across countries, a loss later in pregnancy is 
consistently found to produce stronger grief reactions. It is striking that the 
grief scores in European countries (The Netherlands and Germany) are less 
high than the grief scores in the U.S. and Australia (Chapter 2). Whether this 
finding can be attributed to cultural differences in the expression of emotioas or 
to cultural differences in grief responses in particular is unclear. In future 
research this issue could be further addressed. More generally, the PGS appears 
to be a reliable measure with good to excellent internal reliability. A proof of 
the validity of the PGS is the finding of comparable results across a variety of 
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studies. Apart from slight differences in the intensity of their reactions, women 
from western countries appear to respond more or less similarly to the 
experiences of pregnancy loss: they generally are devastated by the death of 
their baby and require a relatively long time to recover. This finding certainly 
holds for stillbirth and neonatal loss. The response following a miscarriage is 
usually less intense, although some women can be intensely affected by such a 
loss. 
In Chapter 3 we compared mental health in women having experienced a 
pregnancy loss with mental health in women who gave birth to a living baby. It 
was found that women who had experienced a loss, reported up to six months 
following the loss more symptoms of depression, anxiety, and somatization 
when compared to those who had given birth to a living baby. They also 
reported more obsessive-compulsive behavior than women who had given birth 
to a living baby. In the long-term, at twelve and eighteen months, these 
differences were no longer present. Apparently, the loss of a baby has a strong 
impact on women; their mental health appears to be severely affected especially 
within the first six months following the loss when compared to women who 
gave birth to a living baby. The mental health of women who have experienced 
a loss nevertheless improves over time and recovery is usually established 
without psychiatric treatment. At one year, the mental health of these women is 
comparable to that of women who have given birth to a living baby and women 
in general. The results of the present study corroborate those from some earlier 
studies on the effects of pregnancy loss on women's mental health (Chapter 3). 
Neugebauer and colleagues (1992a; 1992b) have shown that women up to six 
months following pregnancy loss evidence more depressive symptoms than 
women who have given birth to a living baby. Thapar and Thapar (1992) found 
women who had experienced a pregnancy loss to show more symptoms of 
depression, anxiety, and somatization six weeks following the loss than women 
who were pregnant only recently. In the present study comparable results were 
found. 
Pathological grief 
A major shortcoming of bereavement studies in general and studies in the 
field of pregnancy loss in particular, is that pathological grief is not well 
defined and specific models for the differentiation of pathological grief from 
normal grief are lacking (Keirse, 1990a; Lasker & Toedter, 1991; Middleton et 
al., 1993). This lack of clear cut criteria leaves researchers to define their own 
criteria. On the basis of several such operationalizations of pathological grief, it 
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previously has been assumed that one fifth to one third of the women 
experiencing perinatal loss demonstrates pathological grief (Zeanah, 1989). 
According to four subtypes of pathological grief, reactions can be viewed as 
pathological when: a response is excessive in duration and grief is not 
completed in a satisfactory way (chronic grief); or a response is (almost) absent 
immediately following the loss and (re)appears to an excessive extent at a 
subsequent loss or at reminders of the former loss (delayed grief); or, a 
response is repressed and gives rise to somatic complaints or maladaptive 
behaviors that according to the person are unrelated to the loss (masked grief); 
or an overly extreme response develops into a psychiatric disturbance 
(exaggerated grief). 
In Chapter 4 it is shown that it is quit normal that many parents may need a 
year or more to recover from pregnancy loss. However, relatively strong grief 
reactions within this year appear to be taken as a pathological response by some 
authors. If at least one to two years is taken as a normal period of recovery 
from pregnancy loss, just how many parents still have difficulties with the 
acceptance of such a loss after this time remains unclear. In contrast to what 
was expected earlier, we suggest that the percentage of parents who develop 
relatively longlasting grief reactions might be relatively small. In addition, 
impairment in social functioning and the occurence of somatic complaints are 
found to be rather common responses in the first six months following 
pregnancy loss. According to Worden (1991) reactions might be considered as 
masked grief when they develop as a result of repressing grief, but the relevant 
empirical studies are not designed to draw such conclusions, and it can be 
asked whether such responses might not constitute a normal reaction to a 
stressful life event rather than a pathological grief reaction. Concerning 
exaggerated grief it can be said that depressive symptomatology is a common 
response in the first six months following pregnancy loss. Worden (1991) takes 
symptoms meeting the criteria for a Mood Disorder, Post-traumatic Stress 
Disorder, Anxiety Disorder, or Substance Abuse Disorder, as indicative of a 
pathological grief response (exaggerated grief). It should also be noted that in 
contrast to self-report measures, which only provide a global indication of 
psychopathology, only a psychiatric interview can present more precise 
information on the presence of a psychiatric disorder and the severity of the 
complaints. In order to obtain an accurate indication of just how many parents 
have developed a psychiatric disorder following pregnancy loss, a diagnostic 
interview should certainly be included in future research. 
In Chapter 5, it is examined how many women in our sample developed a 
complicated grief reaction operationalized as the DSM-III-R criteria for Post-
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traumatic Stress Disorder (the DSM-IV had not yet been published at the start 
of this study). At least once during the study, 14% of the women were found to 
meet the criteria for PTSD with most of the women showing this syndrome 
shortly following the loss. The percentage of women showing this syndrome 
was found to decrease over time, and only 1% of the women (n=3) met the 
DSM-III-R criteria for PTSD eighteen months after pregnancy loss. In contrast 
to what might be expected on the basis of the literature relevant to complicated 
grief, the percentage of women showing PTSD is relatively small. The vast 
majority of women seem to have the strength to overcome the loss without 
severe complications. It should once again be noted, however, that most of the 
women in our study experienced the loss rather early in pregnancy. Analysis of 
the data with regard to PTSD, shows length of gestation to be related to the 
presence of this syndrome with women who had been pregnant for a longer 
period of time being more likely to be traumatized in the first six months after 
the loss than women who had been pregnant for a shorter period of time. As 
our sample included relatively few women with a long period of gestation, it 
can be expected that research with women experiencing loss later in pregnancy 
(perinatal loss) will show a relatively higher occurrence of PTSD. 
In order to examine the association of intense grief reactions measured by 
the Perinatal Grief Scale with the presence of the psychiatric disturbance 
measured by the DSM-III-R criteria for PTSD, the presence of Post-traumatic 
Stress Disorder was compared to the total score on the PGS. The cut off score 
on the PGS for differentiating between normal and pathological grief is 
unknown, and it therefore seemed interesting to investigate PGS scores in 
relation to the presence of PTSD and examine in what way a score on the PGS 
can provide information on the severity of the reactions. Although the designers 
of the PGS have implied that a high score on specifically 'Difficulty Coping' 
and 'Despair' might indicate complicated grief (Lasker & Toedter, 1991), they 
did not state what a high score exactly is. From the comparison of the scores 
on the PGS and the presence or absence of PTSD, it appeared that those 
women who evidenced PTSD also showed the relatively more intense grief 
reactions rated specifically with the two subscales "Difficulty Coping" and 
"Despair". Furthermore, a total PGS score of 105 or more seems to be a 
suitable cut off point for identifying women who suffer from PTSD in the 
Dutch situation. But, as grief intensity differs for women in The Netherlands 
when compared to the U.S. and Australia, the cut off score on the PGS might 
vary across different countries. 
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Prediction of grief intensity 
Based on the literature, several hypotheses were formulated and tested with 
regard to predictors for the intensity of the grief reaction. In a prelimenary 
analysis of the short-term grief reactions of women following pregnancy loss 
(Chapter 6), a longer pregnancy was shown to be related to a more intense 
grief reaction. This finding appears to confirm the assumption that the 
attachment to the baby increases with the length of pregnancy. The grief 
reaction was also found to be more intense when the women reported: a) 
relatively poor physical health prior to the loss, b) lower marital quality prior to 
the loss, c) relatively poor social support prior to the loss, d) relatively more 
mental health symptoms prior to the loss, and e) a shorter time since the loss. 
Overall analyses of the four post-loss assessments (Chapter 7) showed that a 
relatively longer gestational age, greater pre-loss neuroticism, greater pre-loss 
mental health symptomatology, and the absence of children at the time of the 
loss were the most important predictors of a stronger grief reaction following 
pregnancy loss. Apart from maternal age, all of the other aforementioned 
characteristics appeared to be related to grief intensity in the expected manner. 
Relatively older women were found to experience significantly more difficulty 
in coping with the loss, which may stem from a fear of increasing fertility 
problems. It should be kept in mind that very young mothers (teenagers) were 
not included in our sample. This means that nothing can be concluded about the 
impact of a very young age on the intensity of the grief reaction following 
pregnancy loss. Counter to our expectation, those women who had experienced 
a pregnancy loss earlier in life did not show a more intease grief reaction than 
those who had not experienced a pregnancy loss before. 
The person-oriented, demographic, social environmental and pregnancy-
loss-related characteristics investigated in this study explained over one third of 
the between-subjects variance in the grief scores. As only part of the between-
subjects variance could be explained, other factors must also play a role in 
dealing with pregnancy loss. With regard to the within-subjects variance, 
approximately 30% could be explained by the time elapsed since the loss. The 
interaction between this variable and the aforementioned characteristics 
explained only 2% more of the within-subjects variance. This implies that the 
effect of those characteristics on grief is largely a constant effect, and 
independent of the time that has elapsed since the loss. 
An important factor that was expected to play a role in explaining grief 
intensity following pregnancy loss later on, was a subsequent pregnancy, and 
the birth of a living baby. In Chapter 8, a subsequent pregnancy and giving 
birth to a living baby were both found to lessen grief. A speedy new pregnancy 
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was only rarely found to be detrimental, which is an argument against the 
advice often given women following pregnancy loss that in order to avoid the 
replacement child syndrome (Lewis, 1979a), they should wait 6 months or 
more to conceive again. However, it is still possible that women with a speedy 
new pregnancy might experience difficulties that remained undetected in our 
study. 
Recommendations for further research 
As a result of the prospective design of the present study, an accurate 
representation of the proportion of women experiencing pregnancy loss has 
been obtained. As had to be expected, the number of women in our sample 
with a perinatal loss was limited. This suggests that the findings of this study 
may be too positive in some respects, and that inclusion of a larger number of 
women losing their baby later in pregnancy might produce somewhat different 
results. Women who experience perinatal death are probable more likely to 
meet the DSM-criteria for Post-traumatic Stress Disorder than those women 
losing their baby already early on in pregnancy. Furthermore, the women with 
a loss later in pregnancy might show more mental health complaints and might 
need a longer period of recovery. In future research these issues could be 
considered. 
The reactions of fathers to pregnancy loss were not investigated in the 
present study. As is shown in the introduction, fathers also grieve for their lost 
baby although their reactions are reportedly less intense (Benfield et al., 1978; 
Conway & Valentine, 1988; Hughes & Pages-Lieberman, 1989; Kennell et al., 
1970; Peppers & Knapp, 1980b; Smith & Borgers, 1988-89; Theut et al., 
1989). In a recent study on the impact of the death of a newborn twin this 
result was also found (Cuisinier et al., 1995). The reactions of fathers to 
pregnancy loss seem a worthwhile subject for future research and particularly 
the question of whether their responses change differendy from the responses of 
mothers over time, since until now findings are contradictory (e.g. Cuisinier et 
al., 1995; Lin & Laslcer, 1995). Another subject for future research is the 
number of men so intensely affected by pregnancy loss that they require 
professional care. 
As already mentioned, a clear definition of complicated or pathological 
grief is lacking. In the present study, we used self-rating scales to measure 
PTSD. A more sound assessment of psychopathology, however, would be the 
use of a psychiatric interview. In such a way, the number of women who 
actually develop a psychiatric disorder could be clearly determined. Future 
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research would also benefit considerably from a standardized grief scale with a 
clear cut off point for the identification of pathological bereavement reactions 
(Raphael & Middleton, 1990). Given such a measure, factors constituting a risk 
for the occurrence of pathological grief following different kinds of losses could 
then be more precisely identified and interventions to prevent complicated 
mourning could more easily be developed. In the present study, a total score of 
105 or more on the Dutch version of the PGS was found to discriminate 
reasonably well between women with and without symptoms of PTSD following 
pregnancy loss. 
As pointed out in Chapter 3, almost 5% of the women in this study showed 
severe mental health symptomatology 2.5 months following pregnancy loss. 
Only a few women sought psychiatric or psychotherapeutic care in the months 
following the loss, however, which may be due to the social stigma associated 
with such care. The remaining question is whether certain women might have 
fared better had they received some form of psychotherapeutic support. 
Implications for professional care 
Professional care givers are among the first to be confronted with the death 
of a baby during pregnancy or at the time of delivery. They are the ones who 
have to deal with the initial reactions to the loss. They also are in the best 
position to guide the parents through the first painful moments and tell them 
about the emotions that they can expect to encounter (Cuisinier et al., 1993b). 
During the last decade, professional care givers have increasingly recognized 
the important position they hold with regard to pregnancy loss. They are more 
and more aware of the fact that their responses may significantly affect the 
parental grief process (Forrest et al., 1982; Harmon et al., 1984; Lake et al., 
1987; LaRoche et al., 1984; Murray & Callan, 1988; Nicol et al., 1986). 
In The Netherlands, professional care in the case of pregnancy loss and 
perinatal loss in particular, has improved considerably during the last decade. 
Most women who have experienced a perinatal loss are predominantly satisfied 
with the care that they have received while in general women who have 
experienced a miscarriage are somewhat less satisfied (Cuisinier et al., 
1993a,b). Professional care givers appear to assume that pregnancy length 
determines the impact of pregnancy loss. While gestational age was indeed 
found to be an important determinant of grief intensity, our study also showed 
that women who had experienced miscarriage grieve for the loss, and further, 
pre-loss neurotic personality characteristics, pre-loss mental health complaints, 
and family constitution appeared to be strongly related to grief intensity as well. 
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A more intense grief reaction was also observed in older women and women 
who reported a relatively low quality relationship with their partner prior to the 
loss. It can therefore be concluded that women's grief reactions are not only 
predicted on the basis of pregnancy length. If the providers of professional 
health care want to prevent a problematic outcome in women following 
pregnancy loss, they should attend to the specific situation of the woman in 
question and take other factors besides gestational age into account. A 
promising manner of further improving care, would be to screen women at the 
beginning of their pregnancy for several characteristics: mental health 
symptomatology, neuroticism, physical health, family constitution, 
partnerrelationship, age, and social support. Should pregnancy loss occur, the 
most vulnerable women could then be quickly identified. The health care 
workers can also then respond more accurately to the specific circumstances of 
the woman in question and provide extra attention in the case of a higher risk 
for complicated grief following pregnancy loss. 
Care givers should also be acquainted with the fact that women with a 
history of pregnancy loss tend to show more symptoms of depression and 
anxiety during a subsequent pregnancy than women without a history of 
pregnancy loss. They should be aware of the women's pregnancy history, in 
order to be better able to support the woman in case of feelings of anxiety, 
ambivalence and depression. 
During the past few years, parents generally have been advised to wait for 
at least three to six months to conceive again following pregnancy loss 
(Friedman & Gath, 1989; Oglethorpe, 1989; Phipps, 1985-86). In the present 
study, a speedy new pregnancy was shown to have a detrimental effect in only 
a few cases. A new conception was generally found to be a source of support 
for women. Although a new pregnancy can not wash away the painful 
memories, a new pregnancy does appear to soothe the pain. Furthermore, the 
timing of a subsequent pregnancy should be acknowledged to be parents' own 
choice. Professional care givers should talk about the advantages and 
disadvantages of a quick new pregnancy in an open discussion with the parents. 
They should preferably refrain from giving strict advice and leave the decision 
up to the parents. 
Concluding remarks 
During the last ten years, more attention has been paid to the impact of 
pregnancy loss upon the parents. As pregnancy loss is a common event 
affecting in The Netherlands approximately 21,000 families each year, it is 
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important to gain a good idea of the consequences for the ones involved. 
In the present study, women showed various mental health complaints, 
particularly in the first six months following the loss, and a small number even 
met the criteria for Post-traumatic Stress Disorder. The majority of women, 
however, were capable of overcoming the loss without psychiatric treatment 
and recovered from the loss in approximately one year. Most of these women 
had experienced a miscarriage. In contrast to earlier studies in which 
complicated grief reactions were found to occur in 20 to 30% of women 
following pregnancy loss, the figures in the present study were found to be 
lower. 
However, most likely a less favourable picture would appear if a greater 
number of women with a perinatal loss had been included in the study; these 
women in general need somewhat more time to recover from the loss and on an 
average their reactions have found to be more intense. Given the prospective 
design of our study and the low drop-out rate of 6%, we, however, have most 
likely gained a reasonably realistic and representative impression of the way in 
which women are affected by pregnancy loss. The sample of women who 
experienced a pregnancy loss was also large enough that the conclusions can be 
expected to generalize to most other women who experience a pregnancy loss 
and certainly to those women in The Netherlands and Dutch-speaking part of 
Belgium. 
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Samenvatting 
In dit proefschrift worden de resultaten beschreven van een longitudinaal, 
prospectief onderzoek naar de psychische gevolgen van een 
zwangerschapsverlies voor vrouwen. Met een zwangerschapsverlies wordt 
bedoeld het overlijden van de baby (foetus) tijdens de zwangerschap of in de 
eerste maand na de bevalling. Van een oorspronkelijke groep van 2140 
zwangere vrouwen, liep bij 227 vrouwen de zwangerschap mis. De 
meerderheid van de vrouwen, 91%, kreeg een miskraam voor de twintigste 
zwangerschapsweek. Alle zwangere vrouwen beantwoordden een schriftelijke 
vragenlijst in de eerste 12 weken van de zwangerschap, rond de zesde maand 
van de zwangerschap en één maand na de bevalling. Deze vragenlijsten hadden 
betrekking op hun gevoelens ten aanzien van de zwangerschap en de bevalling. 
De vrouwen bij wie de zwangerschap misliep ontvingen zo spoedig mogelijk na 
het verlies een vragenlijst die betrekking had op de gevoelens en ervaringen 
naar aanleiding van het verlies van hun baby. Een half jaar, een jaar en 
anderhalf jaar na het verlies, ontvingen zij opnieuw vergelijkbare vragenlijsten. 
Enkele groepen van vrouwen die waren bevallen van een levende baby werden 
eveneens tot anderhalf jaar na de bevalling gevolgd, namelijk: 1) een aselecte 
steekproef van vrouwen die waren bevallen van een gezonde, levende baby 2) 
vrouwen die te vroeg waren bevallen; 3) vrouwen die een meerling hadden 
gekregen; 4) vrouwen die depressief waren geweest tijdens de zwangerschap; 
en 5) vrouwen die een baby kregen met een lichamelijke afwijking. Al deze 
vrouwen kregen, net als degenen die hun baby hadden verloren, 3 extra 
metingen, namelijk een half jaar, een jaar en anderhalf jaar na de bevalling. De 
resultaten van het onderzoek staan beschreven in de hoofdstukken 2 tot en met 
8 van dit proefschrift. Het eerste hoofdstuk van het proefschrift beschrijft de 
stand van zaken op het onderzoeksterrein van zwangerschapsverlies. In 
hoofdstuk 9 worden de resultaten van het onderzoek samengevat en gerelateerd 
aan eerdere onderzoekingen. In deze samenvatting worden de meest opvallende 
gegevens van de verschillende hoofdstukken kort beschreven. 
Sinds de zeventiger jaren is er onderzoek uitgevoerd op het terrein van 
zwangerschapsverlies. Een zwangerschapsverlies blijkt vaak voor te komen. 
Minimaal 1 op de 10 zwangerschappen eindigt in een miskraam (spontane 
beëindiging van de zwangerschap voor de 20ste zwangerschapsweek) en 
ongeveer 1 op de 100 baby's sterft later in de zwangerschap, tijdens de 
geboorte of in de eerste maand na de bevalling (perinatale sterfte). Het blijkt 
dat de reacties die ouders vertonen na een zwangerschapsverlies voor een deel 
vergelijkbaar zijn met de rouwreacties van mensen die een significante ander 
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hebben verloren. Na een zwangerschapsverlies zijn ouders in eerste instantie 
geschokt en hebben moeite het verlies te bevatten. Ook blijken zij zich vaak 
kwaad, schuldig, rusteloos, angstig of depressief te voelen. Met name vrouwen 
voelen een innerlijke leegte na het verlies en sommige vrouwen voelen de baby 
na het overlijden schoppen in de buik. Tot op dit moment is het nog niet 
duidelijk hoe lange tijd ouders nodig hebben om het verlies te verwerken. Wel 
is het duidelijk dat met name moeders méér intens reageren en een langere tijd 
nodig hebben om het verlies te verwerken dan vaders. 
Als gevolg van de specifieke kenmerken van een zwangerschapsverlies, die 
de verwerking bemoeilijken, ontwikkelt een aantal vrouwen ernstige klachten in 
de periode na het verlies. Een zwangerschapsverlies is weinig reëel: sommige 
ouders hebben hun baby niet gezien, dit komt met name voor in geval van een 
miskraam, en velen hebben geen officiële uitvaart gehouden of hebben geen 
concrete herinneringen aan hun baby. Ook krijgen sommige ouders weinig 
steun uit hun sociale omgeving en is de opvang van de professionele 
hulpverlening voor sommige ouders ontoereikend. Doordat partners 
verschillend reageren op een zwangerschapsverlies komt hun relatie in deze 
periode extra onder druk te staan. De vrouw voelt zich vaak erg schuldig 
doordat ze zich voelt falen als vrouw en als moeder. Al deze omstandigheden 
bemoeilijken de verwerking en verschillende auteurs suggereren dat hierdoor 
een verhoogde kans bestaat op de ontwikkeling van pathologische, gestoorde 
rouw. Schattingen over hoeveel vrouwen nu werkelijk ernstige psychische 
klachten ontwikkelen liggen in het eerste jaar na het verlies tussen de 20 tot 
30%. Op dit moment is het nog onduidelijk of dit een reëel percentage is. 
Verschillende onderzoekers hebben getracht te achterhalen welke vrouwen 
een verhoogd risico lopen op complicaties in de rouw. Al deze onderzoeken 
zijn retrospectief van aard: ouders moesten na het verlies een inschatting geven 
van de situatie vóór het verlies. Een nadeel van deze werkwijze is echter, dat er 
een grote kans bestaat dat de rapportage beïnvloed wordt door de traumatische 
gebeurtenis zelf en de al aanwezige reacties van ouders in de periode na het 
verlies. Hierdoor kunnen op grond van deze onderzoeken geen stellige 
uitspraken gedaan worden met betrekking tot de risicofactoren voor 
gecompliceerde rouw. 
Met behulp van het in dit proefschrift beschreven onderzoek, is een 
antwoord gezocht op drie hoofdvragen, namelijk: 1) Hoe verloopt bij vrouwen 
de rouw na een zwangerschapsverlies? 2) Hoe vaak komt na een 
zwangerschapsverlies pathologische rouw bij vrouwen voor? en 3) wat zijn de 
belangrijkste risicofactoren voor intense rouw na een zwangerschapsverlies? In 
het eerste deel van het proefschrift, de hoofdstukken 2 en 3, wordt vraag 1 
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verder uitgewerkt. In het tweede deel van het proefschrift wordt aandacht 
besteed aan de tweede vraag en hier wordt verslag van gedaan in de 
hoodstukken 4 en 5. De derde hoofdvraag van het onderzoek wordt behandeld 
in het derde deel van het proefschrift, de hoofdstukken 6, 7 en 8. 
Het verloop van rouw 
Met de ontwikkeling van de Perinatal Grief Scale (PGS), werd een 
belangrijke stap gezet op het onderzoeksterrein van zwangerschapverlies. Met 
behulp van de PGS, kan de intensiteit van de rouwreacties na een 
zwangerschapsverlies worden gemeten. In hoofdstuk 2 worden verschillende 
internationale studies vergeleken die in hun onderzoek gebruik hebben gemaakt 
van deze schaal. Uit deze vergelijking blijkt dat de PGS een betrouwbaar en 
valide instrument is. Tevens blijken de rouwscores van vrouwen af te nemen 
met de tijd en kwam naar voren, dat de rouwscores van vrouwen in 
Nederlandse en Duitse onderzoekingen lager zijn dan de rouwscores van 
vrouwen in Amerikaanse en Australische onderzoekingen. In hoodstuk 3 
worden de psychische klachten van vrouwen met een zwangerschaps verlies 
vergeleken met de psychische klachten van vrouwen die zijn bevallen van een 
levende baby, met de verwachting dat de vrouwen met een verlies meer 
klachten vertonen dan de vrouwen die een levend kind kregen. Uit dit 
onderzoek kwam naar voren dat de vrouwen van wie de baby was overleden 
zich in het eerste half jaar na het verlies depressiever en angstiger voelden en 
meer somatische klachten rapporteerden dan vrouwen van wie de baby was 
blijven leven. Hieruit kan geconcludeerd worden dat een zwangerschapsverlies 
een ingrijpende gebeurtenis is, die in het eerste half jaar na het verlies een 
verhoging van psychische klachten te zien geeft. Echter, de meeste vrouwen in 
ons onderzoek waren in staat zich in ongeveer een jaar te herstellen van het 
verlies, zonder dat ze hier psychiatrische of psychologische hulp voor nodig 
hadden. Eén jaar na het verlies blijken de psychische klachten van vrouwen met 
een verlies vergelijkbaar te zijn met de psychische klachten van vrouwen met 
een levende baby en met vrouwen in het algemeen. 
Pathologische rouw 
In hoodstuk 4 wordt een kritisch literatuuroverzicht gepresenteerd met 
betrekking tot zwangerschapsverlies, specifiek gericht op pathologische of 
gecompliceerde rouw. Uit dit overzicht komt naar voren dat pathologisch rouw 
op velerlei manieren is gedefinieerd in de literatuur met betrekking tot 
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zwangerschapsverlies. Uit de algemene rouwliteratuur zijn vier subtypes van 
pathologische rouw genereerbaar, die veel worden gebruikt en toepasbaar zijn 
in de bestudering van de literatuur met betrekking tot zwangerschapsverlies. 
Deze vier subtypes zijn: 1) chronische rouw; 2) uitgestelde rouw; 3) 
gemaskeerde rouw; en 4) overmatige rouw. Uit dit overzicht kan worden 
geconcludeerd dat in de eerste zes maanden na een zwangerschapsverlies, 
psychische klachten, gedragsveranderingen en somatische klachten veel 
voorkomende reacties zijn bij vrouwen die in de zwangerschap hun baby 
hebben verloren. Zo'n 10 tot 15% van de vrouwen ontwikkelt psychiatrische 
stoornissen in de eerste 2 jaar na het zwangerschapsverlies, en minder dan 10% 
zoekt hiervoor psychiatrische hulp. Ouders lijken over het algeheel op zijn 
minst één jaar nodig te hebben om het verlies te verwerken en 1 op de 5 
vrouwen heeft na deze tijd het verlies nog niet geaccepteerd. Een uitgestelde 
rouwreactie komt in minder dan 4% van de gevallen voor en lijkt meer voor te 
komen bij mannen. Het lijkt erop dat ouders na een zwangerschapsverlies 
minder vaak pathologische rouwreacties ontwikkelen dan voorheen werd 
gesuggereerd. De tekortkomingen waar deze onderzoeken door gekenmerkt 
worden lijken hier debet aan te zijn. 
In hoodstuk 5 wordt de aanwezigheid van een post-traumatische stress 
stoornis (PTSS) bij vrouwen na een zwangerschapsverlies onderzocht. Het blijkt 
dat 14% van de vrouwen in ons onderzoek op enig moment tijdens het 
onderzoek voldoet aan de criteria van deze stoornis. Kort na het verlies blijkt 
de aanwezigheid van deze stoornis gerelateerd te zijn aan de lengte van de 
zwangerschap, waarbij de vrouwen die langer zwanger waren geweest een 
verhoogd risico liepen om aan de criteria voor PTSS te voldoen. Wanneer de 
intensiteit van de rouwreactie, gemeten met de Perinatal Grief Scale, en de 
criteria voor PTSS worden vergeleken, dan blijkt dat met behulp van de score 
op de Perinatal Grief Scale vrij goed kan worden voorspeld, welke vrouwen 
aan de criteria voor PTSS voldoen. 
Predictie van rouwintensiteit 
In hoofdstuk 6 worden de korte termijn resultaten gepresenteerd met 
betrekking tot enkele risicofactoren voor intense rouw. Het blijkt dat de 
rouwintensiteit hoger is bij vrouwen die: a) langer zwanger zijn geweest; b) een 
minder goede fysieke gezondheid hadden voor het verlies; c) een minder goede 
psychische gezondheid hadden voor het verlies; d) een minder goede 
partnerrelatie hadden voor het verlies; en e) minder sociale steun ervaarden 
voor het verlies. Daarbij bleek dat de rouwintensiteit met de tijd afnam. Naast 
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het verstrijken van de tijd en de zwangerschapsduur tot aan het verlies, bleek 
vooral de psychische gezondheid voor het verlies een belangrijke predictor te 
zijn voor rouwintensiteit. Fysieke gezondheid en de kwaliteit van de 
partnerrelatie waren eveneens belangrijke risicofactoren voor rouwintensiteit. 
In een alomvattende herhaalde metingen analyse door middel van 
hierarchische multiple regressie, worden in hoofdstuk 7 de resultaten 
gepresenteerd van de longitudinale gegevens van het onderzoek. Hieruit komt 
naar voren, dat met name de zwangerschapsduur, de mate van neuroticisme 
gemeten voorafgaande aan het verlies, de psychische gezondheid van de moeder 
vóór het verlies en de gezinssamenstelling de voornaamste predictoren zijn van 
rouwintensiteit. Vrouwen die langer zwanger waren geweest, die meer 
neurotisch waren voor het verlies, die meer psychische klachten hadden voor 
het verlies en die nog geen kinderen hadden, reageerden meer intens toen de 
zwangerschap eindigde in de dood van de foetus of baby. Naast deze factoren 
bleken de ervaren fysieke gezondheid voor het verlies, de kwaliteit van de 
partnerrelatie voor het verlies en sociale steun voor het verlies eveneens samen 
te hangen met rouwintensiteit, waarbij de vrouwen met een als minder goed 
ervaren fyieke gezondheid, een minder goede partnerrelatie en minder sociale 
steun meer intense reacties vertoonden. Het eerder al eens meegemaakt hebben 
van een zwangerschapsverlies bleek niet samen te hangen met rouwintensiteit na 
een nieuw zwangerschapsverlies. Oudere vrouwen bleken meer intense reacties 
te vertonen dan jongere vrouwen. De invloed van alle onderzochte predictoren 
op rouwintensiteit bleek even sterk aanwezig, ongeacht het tijdsverloop sinds 
het verlies. De psychische gezondheid van de moeder was de enige predictor 
die hier een uitzondering op vormde. De vrouwen die meer psychische klachten 
hadden voor het verlies, bleken namelijk met name kort na het verlies relatief 
sterkere rouwreacties te vertonen. 
In hoofdstuk 8 wordt de invloed van een nieuwe zwangerschap en de 
geboorte van een levend kind ná een zwangerschapsverlies op de rouwintensiteit 
onderzocht. Uit deze studie komt naar voren dat zowel het opnieuw zwanger 
worden na een zwangerschapsverlies als de geboorte van een baby beide de 
rouwintensiteit verminderen. Alleen in enkele uitzonderingsgevallen bleek een 
snelle nieuwe zwangerschap negatieve gevolgen te hebben. Naar onze mening 
zouden ouders, en zeker degenen die een miskraam hebben meegemaakt, niet 
langer geadviseerd moeten worden om een bepaalde tijd te wachten voordat ze 
opnieuw zwanger mogen worden. Beter zou het zijn om informatie te 
verschaffen met betrekking tot de voor- en nadelen van een nieuwe 
zwangerschap en de ouders zelf in een open gesprek hun keuze te laten maken 
met betrekking tot de gewenste tijd die men zou willen wachten voordat men 
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opnieuw zwanger wil worden. 
In het laatste, afsluitende hoofdstuk, worden de resultaten van het 
onderzoek samengevat en gerelateerd aan de aanwezige literatuur. Tevens 
worden suggesties voor de professionele hulpverlening gepresenteerd. Uit de 
literatuur was al eerder naar voren gekomen dat de zorg die vrouwen krijgen 
van professionele hulpverleners (gynaecoloog, verloskundige of huisarts) met 
name in geval van een vroeg verlies (miskraam) nogal eens tekortschiet. Dit 
gegeven kan voortkomen uit de veronderstelling bij hulpverleners dat een 
miskraam een niet zo ingrijpende gebeurtenis is voor de ouders en dat derhalve 
de zorg voor deze ouders niet zo uitgebreid zou hoeven te zijn als voor ouders 
die op een later moment meemaken dat hun baby onverwacht komt te 
overlijden. Uit dit onderzoek komt echter naar voren dat, hoewel 
zwangerschapsduur samenhangt met de intensiteit van de rouwreactie, dit niet 
de enig belangrijke factor is voor de reacties die vrouwen vertonen. Het als 
persoon in staat zijn flexibel te reageren op onverwachte gebeurtenissen, het al 
dan niet al hebben van kinderen op het moment dat de zwangerschap misloopt 
en de aanwezigheid van psychische klachten voorafgaande aan het verlies, 
blijken evenzeer belangrijke predictoren te zijn voor rouwintensiteit. Hoewel de 
algehele tendens er op wijst dat de vrouwen met een later verlies slechter af 
zijn, kunnen sommige vrouwen met een miskraam ernstig van streek raken door 
deze gebeurtenis en blijkt de diversiteit in reacties bij deze laatste groep 
vrouwen groter. Wanneer men alleen in geval van een laat verlies uitgebreid 
aandacht besteedt aan de ernst van deze gebeurtenis voor het gezin, dan mist 
men die vrouwen die na een miskraam ernstig van streek raken. In de toekomst 
zouden professionele hulpverleners derhalve ook aandacht moeten besteden aan 
de andere al eerder genoemde risicofactoren die van invloed zijn op de 
intensiteit van de reactie na een zwangerschapsverlies. Verder blijkt uit dit 
onderzoek dat het eerder meegemaakt hebben van een zwangerschapsverlies, 
van invloed is op de psychische gezondheid van vrouwen tijdens hun nieuwe 
zwangerschap. Vrouwen die in het verleden een zwangerschapsverlies hebben 
meegemaakt, blijken tijdens hun zwangerschap depressiever en angstiger te zijn 
dan vrouwen zonder zo'n eerdere ervaring. Professionele hulpverleners zouden 
van de zwangerschapsgeschiedenis op de hoogte moeten zijn; ze kunnen dan 
extra aandacht besteden aan die zwangere vrouwen bij wie het 
zwangerschapsverleden negatief doorwerkt in de beleving van de nieuwe 
zwangerschap. Ook komt uit dit onderzoek naar voren dat een snelle volgende 
zwangerschap en de geboorte van een nieuwe baby, anders dan soms wordt 
gedacht, veelal een positieve invloed hebben op de rouwverwerking. 
In de laatste tien jaar wordt er meer aandacht besteed aan de psychische 
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gevolgen van een zwangerschapsverlies voor de ouders. In het onderzoek dat in 
deze dissertatie wordt beschreven en dat was gericht op vrouwen, werd 
opnieuw aangetoond dat een zwangerschapsverlies een ingrijpende gebeurtenis 
is voor vrouwen. De vrouwen blijken kort na het verlies een meer dan normaal 
aantal psychische klachten te vertonen en een aantal vrouwen voldoet zelfs aan 
de criteria van de post-traumatische stress stoornis. Echter, specifieke 
psychotherapeutische hulp wordt slechts in een kleine minderheid van de 
gevallen gevraagd. De meerderheid van de vrouwen verwerkt het verlies op 
eigen kracht, al dan niet met steun van de naaste omgeving. 
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